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gests to the most optimistic a downward rather 


: view of the present world situation that sug- 
than an upward trend of civilization, the ac- 


ceptance of social progress as 
an established fact must 
evoke at least a query. At 
best it would seem, as Mr. 
Wells has suggested, that civ- 
ilization is running a race 
with catastrophe. In this we 
fmd a challenge that stimu- 
lates us to seek and to further 
any means that may be 
even remotely instrumental in 
averting the threatening dis- 
aster. 


There is probably no under- 
taking of greater social sig- 
nificance to the human race 
than the now world - wide 
health movement for the de- 
velopment of which a verita- 
ble army has been placed in 
the field, an army concerned 
not only to conserve life but 
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tions to come. 
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to create a finer civilization through the genera- 
Would that time allowed for a 
panoramic view of the growth and development of 


the almost innumerable 
groups presented, ranging 
from the most profound scien- 
tists to the humblest artisans. 
Each group having attained 
or seeking to attain profes- 
sional proportions has by that 
fact become ever more closely 
and effectively integrated into 
an intelligent collective will 
for the achievement of a 
great objective, universal 
health; in effect science and 
art conjoined to ensure that 
through heredity and environ- 
ment every child shall be well 
born. The direct road to this 
Utopia has been clearly de- 
fined in the 19 provisions of 
that unique document, the 
“Children’s Charter.” Would 
that it read for every child 
under every flag. When the 
value, economic and social, of 
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every human life is accepted, war as a method of 
settling social problems will be discarded. 


How Desired Social Reconstruction Will Be 
Realized 


That the social reconstruction desired will not 
be realized through governmental mandates or 
the most convincing presentation of the satisfac- 
tions accruing through the good life, history, an- 
cient and modern, demonstrates. It is human na- 
ture that must be changed and the old and new 
sciences have combined to prove that it can be 
done. 


Certain findings and conclusions reached 
through research and experimentation in the lab- 
oratories of the medical and social sciences bear 
very distinctly on the preparation and function 
of every worker in the health and welfare field: 
the early response of the human organism to en- 
vironmental influence suggesting that heredity 
plays the minor role in the life drama; the in- 
tegration of mind and body as well as the reaction 
of one upon the other; that deviations from the 
normal, or what is conceived as normal, that are 
filling our institutions for the mentally and physi- 
cally ill and for the criminal and delinquent may 
be to an appreciable extent rectified and to a great- 
er extent prevented. These are but a few, a very 
few, of the pronouncements of vital social impor- 
tance being issued almost daily. 


The family is the core of society. It is obvious 
that the home, the parents, the child are the 
strategic points of attack. 


What we have said many times before we must 
repeat: to the nurse has been given the key, the 
master key to the street, over 100,000 strong in 
this country, by virtue of her practice, she is de- 
manded in the homes of all classes, in the institu- 
tions for the mentally or physically ill, in the 
schools, in the industries, in the cataclysms of na- 
ture and the calamity of war. The direct and in- 
direct contributions of this worker, traditionally 
dedicated to the conservation of life regardless of 
race, creed, or color, cannot be over-estimated pro- 
vided only that she is adequately equipped for the 
curative, preventive, and creative service to be 
rendered. She must be technically expert, scien- 
tifically informed, and socially experienced. A 
sound and comprehensive training in nursing pro- 
cedures is as essential today as it was yesterday, 
but for the simplest forms of nursing more than 
technical efficiency is required. An educator 
writes: “To have a good set of habits is essential 
to carry us effectively through routine situations, 
but to be able to think analytically through un- 
foreseen and different situations is also necessary 
in every form of nursing.” 
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The Advancement in Nursing Education 


The necessity of a wide expansion of the con- 
tent of nursing education if nursing is to cooperate 
effectively in the field of health has long been 
apparent to nurse educators. The development 
throughout the United States of schools of nurs- 
ing as service units of hospitals has presented all 
the assets and liabilities of the apprenticeship sys- 


. tem, not the least of the latter being the difficulty 


of effecting required changes in the curriculum. 
Step by step, however, advances have been 
achieved. In 1910 the department of nursing edu- 
cation was created at Teachers College, Columbia 
University, for advanced professional courses un- 
der the direction of M. Adelaide Nutting. The 
national and international influence of this depart- 
ment cannot be measured; 1910 saw also the es- 
tablishment of a school of nursing in the Uni- 
versity of Minnesota, the first university in the 
world to take this step. During the following years 
studies of nursing and nursing education were 
conducted by committees representing: medicine, 
nursing, and education in the United States, Can- 
ada, and in England. The findings, despite some 
variations, called for drastic changes if the needs 
of the public were to be met. Today institutions 
of higher education have opened their doors 
throughout the country to nursing, the connec- 
tion varying from a single course for graduate 
nurses to the establishment by a number of the 
leading universities of schools of nursing on a 
parity with other schools and colleges under their 
jurisdiction. It is a reasonable hope that in the 
not distant future nursing education will find its 
logical place in the educational system and 
through institutions of higher education. Highly 
desirable as is this movement, it calls for study 
and direction, and to meet this demand the Asso- 
ciation of Collegiate Schools of Nursing was re- 
cently created, the objectives of which, as set 
forth in the constitution, are as follows: 


The Three Objectives 


1. To develop nursing education on a profes- 
sional and collegiate level. 


. To promote and strengthen relationships be- 
tween schools of nursing and institutions of 
higher education. 


. To promote study and experimentation in 
nursing service and nursing education. 


In order to extend its usefulness as widely as it 
consistently could, provision was made by the As- 
sociation for two classes of membership, active 
and associate. Briefly stated: 
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Active membership is open to an accredited 
school of nursing established as a constituent part 
of an accredited college or university. 


Associate membership is open to accredited 
schools of nursing, the curricula of which meet 
the standards set by the Association of Collegiate 
Schools of Nursing, and that maintain a relation- 
ship with accredited colleges or universities 
through which their resources and facilities are 
available for the students. 


This association has already 17 active and 8 
associate members and has been accepted as a 
constituent member of the American Council on 
Education. 


The briefest survey of the growth and develop- 
ment of nursing gives heartening evidence of 
changing social outlook and increasing sense of 
social responsibility. Within a century this pri- 
mordial craft has recognition as an essential social 
activity, world-wide organization, and has laid the 
foundation for greater service than has yet been 
rendered. 


Nursing as an Organization for Public Service 


To attain professional status or professional - 


organization is not enough for citizens of a democ- 
racy. If, as we have indicated, the family is the 
strategic point of attack within each locality or 
given unit of population, such professional work- 
ers should organize for community service. To 
this end the three national nursing organizations 
have appointed a joint committee for the formu- 
lation of a plan designed to develop bureaus func- 
tioning under representative advisory councils. 
Through these bureaus information relating to 
the community’s sickness and health needs in all 
their aspects should be available and the various 
branches of nursing, institutional, private duty, 
and public health, coordinated to meet the needs 
with, it is hoped, less cost to the individual or 
family and with economic security assured the 
nurse. 


No consideration of nursing as a factor in social 
advancement could fail to mention the great con- 
tribution of the Rockefeller Foundation that has 


through endowments, grants, scholarships, and 
fellowships immeasurably enriched and broadened 
nursing service throughout the world. 


The Florence Nightingale Foundation 


There is a further development, international in 
scope, that demands the interest and support of 
every country. Through that mysterious force 
we designate as circumstance that shapes and re- 
shapes man’s plans, the International Council of 
Nurses and the League of Red Cross Societies 
have united to create the long desired memorial 
to Florence Nightingale through a foundation de- 
signed to provide, through London University and 
the rich experiences available in a great metropo- 
lis, advanced courses in nursing for students 
throughout the world. The potential power of this 
project as a means for the promotion of human 
understanding and social betterment cannot be 
estimated. The cornerstone of this memorial was 
laid not when it was first discussed in 1912 but 
when these two organizations found their birth in 
the minds of two individuals, one reacting upon 
the other. The first steps toward its realization 
were taken in 1860 and 1864. I refer to the 
founding of the first school of nursing on the 
Nightingale plan at St. Thomas’ Hospital, Lon- 
don, in 1860 and the convention of Geneva Treaty 
that in 1864 was signed by twelve of the sixteen 
delegates present. What a mighty structure, ex- 
tending to the four corners of the earth, has since 
arisen, a world-wide ordered service to combat 
disaster, a trained service to be rendered humanity 
by the womanhood of the world; today the League 
of Red Cross Societies represents citizens in fifty- 
four countries of the four continents, the Interna- 
tional Council of Nurses represents many thou- 
sands of nurses in the twenty-nine affiliated coun- 
tries, graduates of schools on the Nightingale plan. 


Is it not reasonable to conceive that even as the 
power of the sun is mightier than the force of the 
storm, the scientifically directed finer emotions 
intrinsic in man may overtake catastrophe. This 
brief presentation of the progress and possibilities 
of nursing traces, let it be remembered, but one 
of the strengthening and beautifying threads that 
are weaving, may we not dare to believe, a social 
fabric impervious to destruction. 
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The Control of Surgery—Who Shall Do 
Major Surgery? 


W. S. RANKIN, M.D., Director Hospital Section 
The Duke Endowment 


HE CONTROL of major surgery is a special 

part of the general problem of the control of 

the professional work of a hospital. It is, 
however, an exceptionally important part in the 
control of the professional work of the hospital, 
for two reasons: (1) It constitutes a very large 
part of the professional work of a hospital, and 
the smaller the hospital, where control is most 
needed, the larger the proportion of the profes- 
sional work that is surgical. Among the smaller 
hospitals, averaging around 50 beds, if we include 
as surgical not only general surgery but obstet- 
rical, gynecological, and eye, ear, nose and throat 
surgery, the surgical work of the hospital repre- 
sents from 65 to 80 per cent of its professional 
work. (2) The surgical work of the hospital is 
exceptionally important because of its relatively 
greater risks. Surgical cases present acute issues 
for determination and action, as compared with 
the treatment of medical cases where the element 
of time is not so exacting. 


Agencies of Control 


The primary agency of control is the board of 
trustees or directors of the hospital. 


The degree of control by the board of directors 
will be influenced greatly by the type of com- 
munity, and, incidental thereto, the size of the 
hospital, in which it operates. The degree of con- 
trol of the professional work of a hospital by the 
board of trustees or directors of a 500-bed hos- 
pital in a city of 500,000 population should be 
more effective than the control of a board of di- 
rectors of a 50-bed hospital located in a town of 
10,000 people in a rural section with a population 
of 40,000 or 50,000, because of better available 
material for (a) the board of trustees and (b) 
the staff. 


The 500-bed hospital is located in a metropoli- 
tan center of 500,000 people. In so large a popu- 
lation there are many intelligent and successful 
people who have acquired a special interest in 
hospitals. They have had interesting personal 
experiences in hospitals, their parents were mem- 
bers of hospital boards, their fathers were physi- 
cians or surgeons, their children are engaged as 
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doctors or nurses in hospital work, they have 
business connections through which they have 
become interested in the operation of hospitals. 
The 500-bed hospital not only has excellent ma- 
terial available for its board of directors, but it 
can command it. It is a well known, highly re- 
spected institution. A place on its board of di- 
rectors is both a social distinction and an oppor- 
tunity for service. 


The 50-bed hospital is located in a rural center 
of from 10,000 to 15,000 people. Good material 
available for boards of trustees, people with an 
intelligent and special interest in hospitals, is 
limited. The hospital is a new institution. It has 
only partially established itself. Those personal 
elements which inspired and developed a special 
interest in connection with the large hospital 
are largely absent or embryonic in the small com- 
munity. Moreover, hospital directorships are un- 
known and unappreciated. In short, the small 
hospital neither has available nor could it com- 
mand the type of directors that it so much needs 
in its early and, comparatively speaking, feeble 
existence. It must be content with good men, 
men of character and successful in their small 
business enterprises, who accept their call to 
service more as an obligation than as an oppor- 
tunity, men with a complaisant, passive, unde- 
veloped interest in hospital problems, rather than 
an understanding and active interest. They know 
how to interpret a balance sheet but not mortality 
rates. 


This limited understanding and effectiveness in 
the handling of the professional work of a new 
and small hospital can and should be greatly re- 
duced by an interested and resourceful staff, as 
will appear in the subsequent discussion of the 
responsibilities and duties of the staff. 


The secondary agency in the control of the pro- 
fessional work of a hospital is the staff; however, 
the responsibility of the staff for the control of 
the professional work is not secondary but pri- 
mary. 


The degree of control over the professional 
work by the staff, like the degree of control over 
the professional work of the hospital by the board 
of trustees, will be influenced in a large degree 
by the type of the community in which the hos- 
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pital is located and, incidental thereto, by the size 
of the hospital, because of the difference in avail- 
able material for the staff in the two communities. 


The 500 bed hospital in a city of 500,000 popu- 
lation has 1,000 doctors from which to select its 
staff; the small hospital of 50 beds in a town of 
10,000 people in a rural section with a total popu- 
lation of 35,000 or 40,000 people, has from 20 to 
95 doctors from which to select its staff. Among 
the 1,000 physicians from which the large hos- 
pital selects its staff, specialization and profes- 
sional attainment offer all that is desirable in 
staff competency. Among the 20 to 25 doctors 
from which the small hospital must choose its 
staff, from five to ten have never had any hos- 
pital training or experience; ten or twelve have 
possibly had from one to two years post-graduate 
hospital training; one or two have had as much 
as three years’ hospital training in surgery; there 
may be one, possibly two, physicians who in train- 
ing and in the restriction of their practice are 
qualified as internists; there may or may not be 
a pediatrician ; a radiologist will be available usu- 
ally, a pathologist will be a rare exception. 


The large hospital, under the very nature of 
things, must have a closed staff. The small hos- 
pital in the small county town must treat all phy- 
sicians alike and, therefore, have an open staff. 
This is true because the small hospital, far more 
than the large hospital, is dependent upon the 
undivided support of the community, and to dis- 
criminate in the treatment of physicians is to 
invite division. And so I come now to the impor- 
tant subject of staff control. 


Staff control, to be effective, is dependent to a 
large extent upon how desirable a position on the 
hospital staff is——upon what it means in pres- 
tige, practice, income. Membership upon the staff 
of a large hospital in a large city means much to 
the individual members. The staff is a closed 
staff. It is hand-picked from a large group of 
physicians. Membership on such a staff is a pro- 
fessional distinction. It means a great deal not 
only in the privileges which it affords, but in the 
indirect recommendation of the doctor to the pub- 
lic. The physician will submit to fairly complete 
Supervision and control in order to obtain and 
retain membership upon the staff of a large hos- 
pital. Membership upon the staff of a small hos- 
pital means comparatively little to the individual 
physician. The staff is an open staff. All doctors 
in good standing in the county medical societies 
are members. There is little distinction in mem- 
bership. 


The doctor in the urban center is bridle-wise 
to group control of all sorts; the doctor of the 
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rural community is more dictator than disciple. 
He is more controller than controlled. He feels 
that the hospital is more dependent upon his 
good will and influence than he upon the hospital. 
Under these conditions, it is impossible to exer- 
cise a control over the open staff of a small hos- 
pital that may be exercised over a closed staff of 
a large hospital. 


In the large hospital with its selected closed 
staff, composed of physicians really trained in 
hospital practice, the staff may and should exer- 
cise fairly complete control of its members; in the 
small hospital with its open staff of unbroken 
hospital colts, staff control can be delegated only 
in small measure and must be retained, therefore, 
largely within the board of directors. In the one 
case, we have a staff mature in hospital proced- 
ures, capable of self-control; in the other case, 
we have a staff immature in hospital procedures, 
incapable of a large measure of self-control. 


Staff organization in a small hospital cannot 
be departmentalized as it can be in a large hos- 
pital. In a large hospital with a closed staff there 
are available for the heads of the various services, 
medicine, surgery, obstetrics, etc., physicians 
who hold membership in their national organiza- 
tions that qualify them as specialists in their 
chosen fields. In the small hospital the specialist 
type, with the exception of surgery and eye, ear, 
nose, and throat, is usually not available. The 
medical staff of the small hospital cannot be de- 
partmentalized except to a most rudimentary ex- 
tent. Naturally in the large hospital with depart- 
mentalization of its staff, a valuable mechanism 
of professional control exists. 


Means of Control 


The means of board control are: (1) annual 
election of the staff, (2) organization of the staff, 
departmentalization, (3) regulation, and (4) in- 
terpretive reports on medical and especially sur- 
gical work. 


The annual election of members of the staff 
is an important latent power of control exercised 
by boards of trustees that only rarely has to be- 
come an active power and that must be used nec- 
essarily with great discretion. It is well worth 
while in this connection to emphasize the impor- 
tance of annual elections of the staff as opposed 
to an indefinite length of service on the staff. 
Here is a power for enforcing proper professional 
conduct within the hospital, to be used, to be sure, 
only as a last resort in the board’s insistence upon 
a staff member complying with the rules and by- 
laws for good conduct of a hospital, but this power 
should be preserved through a provision in the 
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by-laws of the board of trustees for an annual 
election of the staff. It is so much easier for the 
trustees to fail to re-elect a staff member at the 
end of the year than it is for them to pass on 
charges disqualifying a staff member and drop- 
ping him from membership on the staff. 


Organization as a means of control at the hands 
of the board of trustees or directors is the means 
par excellence in a large hospital with a closed, 
departmentalized staff. The selection by the board 
of trustees of the heads of the different depart- 
ments, especially surgery, and the election by the 
board of trustees of staff officers in the various 
departments, on the nomination of the depart- 
ment chiefs, makes the matter. of professional 
control in the large hospital in a large urban cen- 
ter comparatively easy as compared with the pro- 
fessional control over the open staff of a small 
hospital. 


Regulation as a means of control is the means 
of necessity, if not of election, in the control of 
the professional work of the small hospital with 
an open, un-departmentalized staff. By regula- 
tion we mean to convey the idea of by-laws of 
the board of directors or trustees regulating the 
professional conduct of surgeons and physicians 
in their more important relations to the profes- 
sional work of the hospital; and in the important 
matter of surgery with its greater hazards, the 
trustees or directors should have by-laws that 
prohibit anyone doing major surgery in the hos- 
pital who has not had special training in the prac- 
tice of surgery. By special training we mean serv- 
ing more than one year’s general post-graduate 
internship in a hospital. 


The standards applied by the board of trustees 
or directors of a small hospital would naturally 
vary with the available material for doing sur- 
gery in the hospital, and that, as already pointed 
out, would vary with the size and type of the com- 
munity. The trustees should limit major sur- 
gery in a small hospital to those who have had, in 
addition to one year’s rotating internship, one 
year’s internship in surgery or two years in sur- 
gery in a hospital of not less than 100 beds ap- 
proved by the American Medical Association 
for internship and accredited by the American 
College of Surgeons. The restriction of the privi- 
leges of surgery in the small hospital constitutes 
an important responsibility of the board of trus- 
tees and provides ultimately and far better sur- 
gical service for the community than leaving such 
privileges unregulated and unrestricted. In the 
first place, such a management tends to concen- 
trate the practice of surgery in the hands of one 
or two men and thereby affords them a sufficient 
background of experience out of which to develop 
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latent talents. In the second place, if there is no 
one in the community qualified to meet the sur- 
gical needs of the community, such a restriction 
serves as an inducement to the young, well 
trained surgeon to locate in such a community. 


Interpretive reports of the staff to the board of 
trustees, required in the by-laws of the board of 
trustees, will have a far-reaching effect in im- 
proving surgical practices in a small hospital. 
The emphasis here is upon the word “interpre- 
tive.” 


Such a by-law would require monthly reports 
from the chief of staff on the surgical work of 
the hospital for the preceding month, including 
such things as the number of major surgical oper- 
ations, number of fatalities following such oper- 
ations within and following a 48-hour period, 
number of appendectomies and proportion of total 
operations that are appendectomies, number of 
chronic appendectomies and per cent of such 
where diagnosis was confirmed by a pathological 
examination, the number of cesarian sections 
and interruptions of pregnancy performed with 
and without consultation, number of anesthetics 
given and the per cent of the total given by one 
person, number of post-operative pneumonias and 
nephrites, the number of post-operative infec- 
tions, the number of completed histories approved 
by the staff committee on records and the number 
of incomplete histories not approved by the staff 
committee on records, and such other pertinent 
information as the staff may suggest. Now there 
is no use in the staff reporting this information 
to the board of trustees without the staff formv- 
lating and carrying through an educational pro- 
gram designed to interest and to inform the board 
of trustees upon the significance of such indices 
as those above enumerated in the interpretation 
of the quality of the surgical work of a hospital. 
My point here is that, while it is necessary for a 
small community of from 10,000 to 15,000 people 
to begin the operation of a hospital with a board 
of trustees relatively uninformed and _ uninter- 
ested in the professional work of a hospital, it is 
easily possible for the staff to educate and assist 
such a board in assuming more and more intelli- 
gent responsibility for the control of the profes- 
sional work of the hospital, especially its surgery. 


The means of staff control are two: (1) staff 
analysis of professional work at their regular 
monthly meetings; (2) interpretive reports of 
professional work to the directors. 


The monthly analysis of the professional work 
of the hospital is dependent upon the comparative 
interest of two important staff committees, 
namely, the Committee on Records and the Pro- 
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gram Committee. Staff consideration of the pro- 
fessional work of the hospital is dependent, of 
course, on the record of that work. The staff 
cannot study and pass upon work that is not re- 
corded. Good clinical records are a sine qua non. 
It is the responsibility of the Program Committee 
to see that this major interest of a professional 
staff is centered upon the actual professional work 
carried on in the hospital, its careful considera- 
tion and analysis rather than upon theoretical dis- 
cussions of interesting subjects suggested by cur- 
rent medical literature. These are matters of in- 
terest primarily for medical societies and they 
fall in line with staff interest only when they can 
be directly related to the actual work of the hos- 
pital. 


Interpretive reports, including such indices of 
the quality of the professional work as already 
indicated under the discussion of means of con- 
trol by directors is an additional means of staff 
control that the staff should fully utilize. 


The education of the trustees on the handling 
of professional problems will do much to enlighten 
and interest a board of trustees in professional 
problems. An active and resourceful staff should 
not neglect such an opportunity. A lecture or 
talk to the board of trustees by some member of 
the staff or someone selected by the staff on an- 
esthetics, wound infections, the problem of ap- 
pendicitis, Caesarian sections, and various ob- 
stetrical problems, from time to time, six or eight 
lectures a year, will have a far-reaching effect in 
making efficient a newly organized board of trus- 
tees composed of business men with little under- 
standing of the most important work of the hos- 
pital, namely, its handling of professional prob- 
lems. 

Extra-Institutional Control 


Extra-institutional agencies, national groups 
interested in hospitals and local agencies, state, 
provincial, and municipal, should be cautious in 
assuming any degree of control over hospitals 
that tends to weaken institution responsibility, 
because a weakening of the institutional responsi- 
bility and division of institutional responsibility 
between itself and some outside agency means 
ultimately a weakening of local interest and local 
support. The effort should be always to 
strengthen, not weaken, institutional responsi- 
bility. 

This would mean that national, provincial, and 
local agencies (hospital councils) interested in im- 
proving the facilities and operations of hospitals 
cannot undertake to control or to influence insti- 
tutions by the two principal means available to 
the hospitals for exercising control, namely, by 
regulation and organization. 
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The means of control available to these extra- 
institutional agencies is through the use of stand- 
ards. The word “standard” comes from the old 
Latin word sto which means to stand—to stand 
like a guidepost, as a measure of progress, as 
something that points the way. Standards bring 
order out of chaos. Standards of measurement, 
distance, weight, value, strength, time, standards 
of all sorts, educational, doctrinal, mental, have 
marked the progress of civilization. 


There are two kinds of extra-institutional 
standards for improving the work of hospitals: 
standard procedures and standard results. Stand- 
ard procedures have a wider application than 
standard results, the latter type of standards hav- 
ing considerable variation according to locality, 
whereas standards of procedure have a more gen- 
eral application. The American College of Sur- 
geons has given a splendid example of the con- 
structive use of standard procedures in its mini- 
mum standards. None of us, without taking time 
out for serious reflection, can realize the tremen- 
dous and extensive improvement in hospital prac- 
tices that has resulted from the constructive in- 
fluence of the minimum standards on hospitals of 
the United States and Canada. Try to think, if 
you will, of the absence of these standards over 
the past 19 years and the reversion of hospital 
practice to the condition in which such practices 
would be if these standards had never been pro- 
mulgated and actively promoted. 


The use of standards based upon results of hos- 
pital practices carries with it the necessity of a 
recognition of local variations. Such standards 
are more restricted in their field of application 
and interpretation. As an illustration of the char- 
acter and use of such standards, I may be per- 
mitted to refer to the use of mortality statistics 
of the Hospital Section of The Duke Endowment. 
Since the beginning of our work with hospitals we 
have required, among other things, that in sub- 
mitting their application for assistance they in- 
clude sufficient data both on the business manage- 
ment of the hospital and the character and re- 
sults of their professional work, to enable the 
Trustees of The Duke Endowment to assume an 
intelligent responsibility in the distribution of 
funds. So from the beginning, since 1925, we 
have had reported to us annually from the hos- 
pitals receiving assistance the number of pa- 
tients treated, number of deaths, fatality rate, 
and this by both races, number of major surgical 
operations, number of deaths, fatality rate, num- 
ber of major operations for the twelve or fifteen 
more common surgical conditions constituting 80 
or 90 per cent of surgery with the number of 
deaths from each kind of operation and fatality 
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rate, the number of serious obstetrical complica- 
tions and fatality rate, versions, forceps, ce- 
sarian sections, placenta praevia, number of chil- 
dren under fourteen years of age, with sub-age 
classifications and number of deaths and fatality 
rates. 


We realize that these fatality rates are influ- 
enced considerably by local factors. They are 
higher in the Negro hospitals than in hospitals 
serving both races, and higher in white and col- 
ored hospitals than in hospitals restricted to the 
white race. They are higher in hospitals situated 
in backward sections where people have not be- 
come accustomed to the use of hospitals or where 
economic factors delay their admission to hospi- 
tals. Fatality rates must be interpreted in the 
light of these local variations, but that is not dif- 
ficult. To illustrate: The Trustees of The Duke 
Endowment can compile the fatality rates, say, 
of 25 hospitals of 50 beds and less located in rural 
sections, that is, places of 10,000 people and less, 
and check the fatality rates in these hospitals by 
comparison with similar fatality rates in the 
larger hospitals of the larger cities of the Caro- 
linas, Charlotte, Winston-Salem, Greensboro, 
Raleigh, and Wilmington, North Carolina, and 
Columbia, Greenville, Spartanburg, and Charles- 
ton, South Carolina. 


No one, of course, generally familiar with hos- 
pital practices would condemn a hospital with a 





high surgical fatality rate. A general surgical] 
fatality rate, that is, number of deaths per 100 
major operations, all types, or a special surgica] 
fatality rate, a fatality rate for appendectomies 
of hysterectomies, or cesarian sections, out of 
line with similar rates in other hospitals should 
be called to the attention of the administration of 
the hospital concerned and the suggestion made 
that the matter be referred to the staff for its 
consideration, because the staff of a hospital must 
assume and must be recognized as judge and jury 
in passing upon such conditions. They are more 
concerned than others and, what is important, 
they have access to the clinical records, on the 
basis of which, and not upon the questionable 
fatality rate, the final judgment must rest. 


The fatality rate is, therefore, not an index of 
surgical efficiency or inefficiency, but it is an indi- 
cator of a condition that should be brought to the 
attention of the staff and that should have the 
serious consideration of the staff. 


The control of major surgery, then, is a mat- 
ter of grave importance to the hospital and the 
people it serves. It is to be exercised primarily 


by the institution, the board of trustees and the 
staff, through regulation and organization, and 
by outside supplementary agencies through stand- 
ards based on procedures and the more variable 
and local standards which are based upon results, 
namely, fatality rates. 











Use of Tax-Free 


MEMBER of the Association recently 
asked the Bureau of Internal Revenue 


whether money could be collected from 
a charity patient by a clinic, not operated for 
profit, for a medicinal preparation containing tax- 
free alcohol. (NOTE: The amendment secured 
authorized clinics, not operated for profit, to use 
tax-free alcohol in compounding of medicinal 
preparations for use of clinic patients off the 
premises, but not offered for sale.) The Bureau 
replied that they would consider such receipt of 
money to constitute a sale and therefor illegal 
use of tax-free alcohol under the law. 


Upon request of the member, the Joint Com- 
mittee of the three national hospital associations 
made a further effort to secure a modification of 
this ruling, whereby a clinic patient might con- 
tribute to the cost of such a medicinal preparation 
without its being ruled as a sale. The Bureau, 
however, held that under the law any exchange of 
money for such a medicinal preparation—whether 
it met the cost or not, and regardless of whether 
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Alcohol in Clinics 


or not a profit was involved—had to be regarded 
as a sale, and therefor no money whatsoever could 
be accepted from a clinic patient in return for a 
medicinal preparation containing tax-free alcohol 
if dispensed to such a patient. 

This would leave two courses of action open to 
clinics desiring to compound their own medic- 
inal preparations containing alcohol, and yet con- 
tinue to receive a return from the patient to cover 
the cost: The first would be to use tax-paid alco- 
hol for the compounding of such preparations as! 
would be sold to clinic patients, whereby the clinic 
would be free to charge whatever sum it might 
desire. The second would be to establish, and col- 
lect in the clinic, a clinic fee that would cover 
the cost of such medicinal preparations as contain 
tax-free alcohol, and then have such preparations 
themselves dispensed to the patient without 
charge. There is no restriction against the estab- 
lishing or collection of a clinic fee which affects 
the use of tax-free‘alcohol, so long as no money is 
collected from the patient in return for a medicinal 
preparation containing tax-free alcohol. 


HOSPITALS 











ip. a we) a)! ae 





Ir gical 
sr 100 
irgical 
/Omies 
ut of 
should 
ion of 
made 
or its 
| must 
1 jury 
more 
rtant, 
n the 
mable 


lex of 
indi- 
(0 the 
e the 


mat- 
d the 
larily 
d the 
, and 
tand- 
“iable 
sults, 


irded 
could 
for a 
cohol 


on to 
edic- 
con- 
over 
alco- 
IS as! 
linic 
‘ight 
| col- 
over 
tain 
‘ions 
hout 
tab- 
fects 
oy is 
inal 











The Surgeon's Interest in Hospital Organization 
and Management and Its Problems 






GILSON COLBY ENGEL, M.D., F.A.C.S., Associate in Surgery 
University of Pennsylvania, Graduate School of Medicine, Philadelphia 


organization and management, naturally the 

thought presents itself that the surgical de- 
partment itself is the thing of importance to the 
surgeon. As our thoughts developed we realize 
more and more that the surgical department 
would be a hopeless unit in a hospital without the 
numerous other units which must function so that 
the surgical unit will be of the highest order. 


: thinking of the surgeon’s interest in hospital 


Taking the Patient Through the Hospital 


With this idea in mind I thought the clearest 
way to present the complete picture would be to 
take a patient through the hospital from admis- 
sion until he returns home. You will notice I did 
not use the word “discharge” as we feel our pa- 
tients are not discharged until they are closed out 
of our follow-up department. More about that 
later. 


The Surgical Out-Patient Department 


We might start with the patient’s entering the 
surgical out-patient department. Now he may 
enter here as an accident case or suffering from a 
surgical disease. The decision must be made at 
this post as to the severity of the injuries or the 
disease. To do this it is often necessary to have 
help from outside departments, such as the x-ray 
and the laboratory. They should be closely allied 
with the surgical out-patient or admission office. 
Now say the patient is to be admitted. The de- 
cision is up to the admitting office. 


The Admission Officer 


I believe the admission officer, who may be the 
chief resident, has an important position in this 
capacity. He must see that the particular case is 
sent into the right department. We all know that 
at times it is difficult to make this decision. J 
recall a patient who was seen before admission by 
five men trying to differentiate between an early 
pheumonia and a perforated gastric ulcer. Speak- 
ing of perforated ulcer, several years ago there 
Was a case that came in at night and was admitted 
to a medical department, where it stayed for five 
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hours, having elaborate medical tests done before 
the diagnosis was made. It is therefore important 
that patients be sent to the proper departments 
in the hospital, as much time may be lost in the 
treatment of the patient by a mistake on the part 
of the admission officer. 


The Intern 


As the patient arrives on the floor the intern 
should be notified immediately so he may see the 
patient at once to determine his condition and 
diagnosis. A careful history and physical exami- 
nation should be the rule. This record should be 
recorded in detail with the signature of the ex- 
aminer on the record. All of this procedure 
should be done at once on the admission of the 
patient. 


Inter-departmental Consultations 


Now comes the time where the relationship of 
the separate departments must be close. The 
laboratory is an essential adjunct. Blood counts, 
blood chemistry, urine analysis, kidney function, 
sugar tolerance, chlorides, etc., are only a few 
phases which the laboratory can enlighten us on. 
The x-ray department is important and its cooper- 
ation is imperative. Last but not least, is the 
importance of inter-departmental consultations. 
The value of these cannot be too strongly empha- 
sized, for examples; the laryngologist to examine 
the vocal chords before and after thyroidectomies ; 
the medical man in questions of diabetes, heart, 
kidneys and lungs, etc. There must be a friendly 
feeling and willingness to cooperate between the 
departments and without this the patient suffers 
and in turn the hospital suffers. 


The Pathologist 


Now the patient is diagnosed and prepared so he 
is taken to the operating room. Here efficiency 
is of tremendous importance. No overlapping or 
duplication of jobs. Each person ready to per- 
form a definite task and ready for any emergency, 
—one can never tell what might happen during 
an operation. Inter-departmental cooperation 
again is imperative. The pathologist comes to 
the fore. He is the one to tell us whether a 
simple excision or radical amputation should be 
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done. He guides us on many of our decisions but, 
of course, particularly in reference to tumors. 
For speed, frozen sections should be done just off 
the operating room and not in a distant labora- 
tory. 


The Operating Room 


In speaking of the operating room phase we 
must mention that surgery has become highly 
specialized and as a result, the surgical work of 
the hospital must be divided into many sub-de- 
partments. These sub-departments vary in their 
surgical needs in equipment, segregation, supplies, 
and the like. This makes for efficiency and must 
be considered. Routine procedure and technique 
should be considered but not to the point where 
it will destroy the individuality of the surgeon. 
I believe that technique of asepsis and antisepsis 
should be so thoroughly drilled that it becomes a 
habit. The strongest operating team of organ- 
ization is only as strong as its most careless per- 
son, just as the anchor chain is only as strong as 
its weakest link. One break in technique and you 
have trouble. Yes, it may even cost a patient’s 
life. 


The Patient’s Care in the Ward 


Now may I bring our patient back from the 
operating room to the ward. He needs a great 
deal of care—hypodermoclysis, infusions, trans- 
fusions, catheterization, gastric lavage, and nu- 
merous other possibilities depending on the case 
in point. I believe the central dressing room is 
the ideal solution to this. I might say that the 
first year we started this at the Lankenau Hos- 
pital it saved the hospital $3,000. It is necessary 
to set aside one room containing closet space, ster- 
ilizer, tables, etc. We have numerous carts to 
supply the peak demand. Each cart contains 
packs of sterile instruments for dressing, sterile 
drapes, antiseptics, dressing pads, sterile gauze, 
gloves, cotton balls and many other necessary 
articles. There is a graduate nurse in charge as 
supervisor and the assistants are student nurses. 
They make their own supplies and sterilize them. 
Besides the dressing cart there is a fracture cart 
which contains all of the necessary apparatus and 
supplies for closed reduction cases and fixation. 
Other trays that are ready at any time are prepa- 
ration trays, douche outfit, hypodermoclysis, 
intravenous, catheterization, gastric lavage, and 
numerous other prepared sterile sets. We feel 
that the installation of the central dressing room 
system has been a point to mark the increase in 
efficiency in our hospital. 


Post-operative Consultations 


Consultation is as important post-operatively 
as it was pre-operatively and should not be for- 
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gotten if necessary. Physio-therapy may be 
another important post-operative consideration, of 
course, depending on the type of case. 


Another important department for cooperation 
with the surgeon is the dietetic department. [| 
bring it in here to emphasize its post-operative im- 
portance but do not minimize its important pre- 
operatively. You can all, of course, appreciate 
the importance of the dietitian in the diabetic 
case. How about the thyroid patient or the stom- 
ach case, the gallbladder, the fracture, and the 
secondary anemia after hemorrhage? Our dieti- 
tian at the request of the surgeon will make 
rounds as often as the surgeon wishes and consult 
with him on individual cases and plan special diets 
for those cases which need them. This is true 
of the ward case as well as the private case. Try 
this out and you will find that in a number of in- 
stances you will cut the cost of hospital patient 
days, which will be a saving to the hospital as 
well as to the patient. We hear and read about 
diet in disease. Why not cooperate with your 
dietitian and give it a try? 


Records 


From the standpoint of records pertaining to 
the case, these were all prepared up to and 
through the operation. Post-operative progress 
notes are exceedingly important now to give us a 
daily picture of the progress of the patient. This 
should not only give us the intern’s or resident’s 
picture but also should incorporate the opinions of 
the visiting chief as well, as after all his impres- 
sions are the important ones. The surgeons at the 
termination of hospitalization of the patient 
should complete the record with his final diag- 
nosis. 


On Leaving the Hospital 


Now we have brought our patient up to the 
point of leaving the hospital. As I have said 
earlier, the patient is not truly discharged from 
the hospital. This is our program—the patient 
is referred back to the referring doctor for fur- 
ther care and advice, but at the same time the 
doctor is sent a report on the patient’s hospital 
records so that he may give this care and advise 
intelligently. The patient is also given a return 
date to come back to our follow-up department for 
a check-over. I would like to briefly describe the 
benefits of our follow-up department. 


First of all, it is important for a hospital to 
maintain such a department, because it is the 
only way we can tell whether or not the services 
rendered have been adequate and satisfactory to 
the patient and the physician. The department is 
of benefit to the patient. This is shown in our 
hospital by the eminently satisfactory percent- 
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age of individuals who return for examination. 
They realize that a check-up is good insurance. 
This service is beneficial also to the patient be- 
cause of the value of interval observation in ma- 
lignant disease, particularly of the breast. The 
hospital benefits by virtue of the fact that the 
patients appreciate the service they are receiving 
and thus it sells the hospital to the patient. The 
family doctor appreciates it because he gets the 
consultant advice of the hospital staff and yet 
keeps control of his patient, as no treatment or 
recommendations are given to the patient. After 
the follow-up visit a letter is sent to the doctor ad- 
vising him of the findings and submitting recom- 
mendations. There is no need to tell you of the 
numerous values of such a department and its 
records to the staff and thence to humanity. 


One other word pertaining to organization. I 
would like to mention the value of a purchasing 
agent, and in so doing point out one of the pit- 
falls. Several years ago we engaged a purchasing 
agent to handle every purchase made by the hos- 
pital, whether the hotel part or the medical part. 
It has proven more economical than having each 
department ordering their own supplies. It 
makes for efficiency and economy. The one pit- 


fall we ran into at first was that our agent came 
with the idea, and put it into practice, of saving 
money by buying cheap supplies instead of good 
supplies cheap. This idea was quickly changed. 
Since then there has been harmony and also a 
noticeable economy. 


Conclusion 


There are then several things I would like to 


_ mention again in closing. 


First, the importance of inter-departmental co- 
operation concerning the patient. 


Next, the importance of accurate records, not 
only pre-operative but post-operative as well. 


The central dressing room idea is of great im- 
portance and if you are not using it, give it some 
thought. 


Lastly, the follow-up department. This de- 
partment is as important as the operating room, 
the laboratory or any other department since it 
tells the true story and the whole story concern- 
ing your patient, and let us not forget that the 
patient always comes first. Anything that will 
be of a definite value to the patient’s search for 
health, happiness, and longevity is worth while. 








The Per Patient Cost in Mental and Tuberculosis Hospitals 


is for personal services and 46.3 per cent for 
“Maintenance and Operation.” 


Pennsylvania—Maintains 7 hospitals for the 
insane. These hospitals had an average population 
of 13,828 for the year ending May 31, 1935, or 
an average of 1,981 per hospital. 


Connecticut—Maintains 3 hospitals for the in- 
sane, one of which is not yet fully occupied and 
therefore is omitted from the calculations. 


The average number of patients maintained 
was 5,924 or an average of 2,962 in each hospital. 
The average cost per patient per year for the year 
ending June 30, 1935, was $296.55. Of this amount 
50 per cent was for personal services, 3.4 per cent 
for contractual services, and 46.6 per cent for 
supplies and maintenance. 


Tuberculosis—Five hospitals with an average 
population of 1,337 patients at an average cost 
of $1,014.60 per patient per year divided as fol- 
lows: 

Personal services—45.5 per cent. 

Contractual services—12.0 per cent. 

Supplies and maintenance—42.5 per cent. 

New York—Kighteen hospitals for the insane, 
custodial type. Size varies from 1,611 to 6,937 
patients, with an average of 3,396 patients per 
hospital. The average number of patients in all 
18 hospitals for the fiscal year 1936 was 61,132 
and the average cost per patient per year was 
$349.00. 

The figures in the Governor’s budget message 
Indicate that 53.7 per cent of the above amount 
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The average cost of maintaining a patient for 
that year was $565.16, of which 53 per cent was 
for personal services and 47 per cent for contrac- 
tual service, supplies and maintenance. 


New Jersey—The budget message of the Gov- 
ernor of New Jersey for 1936 states the cost of 
maintaining a patient one year in the New Jersey 
State Hospital was for 1934, $381.84, for 1935 
(est.) $356.32, and for 1936 (est.) $343.36. 


This hospital appears to be limiting its admis- 
sions to patients from those counties which do 
not maintain hospitals for the insane. The fol- 
lowing counties receive appropriations from the 
State for the maintenance of insane patients in 
county owned hospitals for the insane: Atlantic, 
Burlington, Camden, Cumberland, Essex and 
Hudson. Reports from these county owned hos- 
pitals are not available in this library but can 
probably be secured from the State Department 
of Institutions and Agencies at Trenton. 





The Royal Infirmary of Edinburgh 


N. A. WILHELM, M.D., Superintendent 
Butterworth Hospital, Grand Rapids, Michigan 


only of Edinburgh but of Scotland. Of all 

the hospitals visited on the continent and in 
Great Britain, this one was found to compare most 
closely to the American teaching hospital. The 
superintendent, Lieutenant Colonel A. D. Stewart, 
is an admirer of the American hospital system 
and has a good understanding of it as he did post- 
graduate work in the Harvard School of Public 
Health and has worked in the Peter Bent Brigham 
Hospital. 


To ROYAL INFIRMARY is the pride not 


History of the Royal Infirmary 


The Royal Infirmary may be considered as hav- 
ing been founded by the Royal College of Phy- 
sicians. The early history is extremely compli- 
cated and, while it was chequered by incidents 
which doubtless created much stir at the time, 
was, on the whole, uneventful. In 1725, the Royal 
College of Physicians commenced receiving sub- 
scriptions for the hospital, themselves heading 
the list. After 200 pounds had been subscribed, 
the contributors were called together and or- 
ganized. On the sixth day of August, 1729, the 
original hospital was opened in a small hired 





house and was chartered by His Majesty King 
George III the twenty-fifth of August, 1736. The 
present Infirmary was started in 1870. 


The construction is on the pavilion system and 
the architectural style is the Scotch Baronial, of 
which circular turrets are a prominent character- 
istic. Each pavilion is three storied and contains 
three wards with side rooms and offices. The sur- 
gical wards accommodate 16 beds, while the med- 
ical are larger, each containing 24 beds. The 
entire hospital today has a bed capacity of about 
1000 beds and for the past year had a daily occu- 
pancy of 940 patients. 


A new building has just been completed (1936) 
to be used as the Venereal Disease and Dermato- 
logical Department. This building has been done 
in a strictly modernistic manner. Leaving the 
old buildings with their almost majestic stateli- 
ness as embodied in the massive design of Scotch 
Baronial and suddenly coming upon this yellowish 
smooth stoned modernistic building is rather 
shocking. One could hardly express such a reac- 
tion to the superintendent, but later, in discussing 
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Transparent Glass Partitions in Treatment Room to Prevent 
Splashing on the Surgeon 


this with a friend in Edinburgh, it was explained 
that this architectural departure was on an eco- 
nomic basis, the Scotch Baronial type being very 
expensive. Be that as it may, the building rep- 
resented the last word in hospital construction. 
The wards are large, with exceptionally fine win- 
dows, allowing a maximum of sunlight and fresh 
air. 


The out-patient department has an irrigation 
room for the treatment of male patients with 
gonorrhea. Each patient is separated from the 
other by a partition of some stone composition 
and faces a porcelain trough. Running up and 
backwards from the top of the trough are heavy, 
transparent glass partitions to prevent splashing 
on the surgeon who walks between two long rows 
of these stalls, observing and instructing patients 
in the art of irrigating. Incidentally, it was in- 
teresting to note that the greatest secrecy is prac- 
ticed in concealing the identity of this group of 
patients, each being given a number and the name 
is registered but once in a large locked book so 
that even the superintendent can truthfully say 
that he does not have the slightest idea who the 
patients are, as the only one who has a key to the 
book is the director of the department. 


The Superintendent 


The superintendent is a physician and in all 
respects this officer is like the American director. 
The treasurer and cashier, however, have more 
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authority than is customarily seen in American 
institutions and are directly responsible to the 
Board of Governors. The superintendent is re- 
sponsible for carrying out the policies of the Gov- 
ernors and represents them in all matters pertain- 
ing to the care of patients. The control and 
disciplining of the resident staff is unique and 
worth describing. The Chief Resident functions 
as a Mess Officer and he is responsible for any 
misdemeanors of the physicians under him. If, 
for example, in an academic spree, a window or 
furnishings are broken in their quarters, no at- 
tempt is made to find the offenders but the Chief 
Resident reports to the superintendent who pre- 
sents him with a bill for damages. The Resident 
pays this from a fund the resident staff has and 
he disciplines the offenders. Naturally, if the of- 
fense is a serious one, those involved must report 
directly to the superintendent. This system has 
been in vogue for years and is very successful. 


The Dietitian 


The department of dietetics merits special dis- 
cussion because this department as we know it in 
America is not found in Great Britain. Accord- 
ingly, it was pleasant to learn that at the Royal 
Infirmary, there is not only an American type de- 
partment of dietetics but also a school for teach- 
ing this branch of medical work. The Sister Die- 
titian, Miss Pybus, interestingly enough, had 
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studied in America do- 
ing part of her work in 
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number of applicants. 
To offset this, the Man- 





Boston at the Massachu- 
setts General . Hospital 
and the Peter Bent Brig- 
ham Hospital. It was 
largely through her ef- 
forts that the Infirmary 
established a sound 
School of Dietetics. 


There were many ob- 
stacles to overcome in 
establishing this new 
profession, the chief 
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agers of the Royal In- 
firrmary opened the 
course to a “certain 
number” of students 
holding a B. Sc. degree. 


No attempt is made to 
train students who will 
eventually enter the com- 
mercial field for such 
students enter the Edin- 
burgh College of Domes- 
tic Science. The Diplo- 
ma Course has been con- 











problem being lack of 
enthusiasm rather than 
any open opposition. A 
strong ally was gained 
by placing the office of 
the Sister Dietitian un- 
der the Lady Superin- 
tendent of Nurses. This 
proved to be a_ wise 
course and did away 
with a great deal of po- 
tential friction. 


A departure from the 


centrated as much as 
possible and the one and 
a half years are fully 
equal to two academic 
years. 


Finances 


The manner of raising 
funds is extremely com- 
plicated. Patients are 
not charged and income 
is derived entirely from 
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American custom was 
the establishment of a 
requirement that candi- 
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endowments and annual 
drives. These drives are 
carried on by a multi- 








dates for the diploma 
must be _ registered 
nurses. This was based on belief that a nurse- 
dietitian will have a better understanding of 
dietetic problems in relation to the practice of 
medicine. These requirements, plus a fee of fifty 
pounds for the course, tends to sharply reduce the 
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tude of societies, each 
competing with the 
other. By far the most popular with the people 
is the Students’ Day, at which time the medical 
students dressed in masquerade go out among the 
citizens and in a spirit of carnival beg for dona- 
tions. 











A View of One of the Wards 











A View of the Ward Showing Window Treatment 


The problem of abuse occurs here as in Ameri- 
can hospitals. The writer had dinner with a 
clergyman who expressed surprise that poor 
patients in America could not enter our hospi- 


tals and cited a case which he knew of, where 
a Scotchman had been in America for 25 years and 
came home bringing his family with him to have 
an operation at the Royal Infirmary as the cost 
of travel would not be as much as the charge for 
entering an American hospital. It turned out that 
this patient had a hospital stay at the Infirmary 
of nine months, during which time he did not con- 
tribute a copper toward his expense. This tale 
was re-told to the superintendent of the Royal 
Infirmary and several friends in Edinburgh, but 
surprisingly enough, no one seemed very aston- 
ished at such an injustice. They each felt he was 
a “mean” man and although he had cheated each 
contributor, they were unconcerned for they have 
a firm belief that “a man gets it back when he 
cheats.” 


The Royal Infirmary is so large that it is im- 
possible to write an adequate article after one 
short visit, but it is hoped that such an article as 
this may prove interesting in that it reveals the 
point of view of a visiting hospital administrator. 








Nursing in the Eighteenth Century 


Professor G. E. Gask of the University of Lon- 
don, in a lecture he gave before the Royal Col- 
lege of Surgeons, said: 


“Good nursing may have begun with Florence 
Nightingale. Nevertheless there is evidence that 
trained women nurses were employed a century 
before her time.” 


Dr. Gask was discussing the medical work of 
John Hunter in the campaign in Portugal, 1762- 
63, as revealed in some papers concerning Hunter 
which the College acquired in 1934. In 1760 
Hunter was given an army commission, it ap- 
pears, by Robert Adair, the Robin Adair of the 
old song, who was Inspector General of Hos- 
pitals. He then sailed from Spithead with an 
expeditionary force, and in 1762 went to Portu- 
gal to work in the only military hospital in Lis- 
bon. Female nurses were included in this expe- 
ditionary force and they were attached to the 
staff of the hospital. 


The matron was Mrs. Sullivan, who was paid 
2s. 6d. a day, and there were two head nurses who 
received 1s. a day each, as did three cooks and 
five washerwomen. Eighteen women nurses were 
paid 6d. a day each. It has been suggested that 
these nurses probably came from the women who 
followed the army, but Professor Gask rather 
thinks, from the fact that there was a matron and 
two head nurses, that they were properly ap- 
pointed from home—taken perhaps from the civil 
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hospitals—in other words, no Mother Gamps, but 
trained and picked women. 


—_ 


The Joseph B. Whitehead Foundation 


The late Joseph B. Whitehead’s will established 
a charitable trust of $10,000,000 to be adminis- 
tered by the Joseph B. Whitehead Foundation. 
Under the terms of the trust Samuel L. Jones, a 
life-long friend and a trusted employee, has been 
made secretary and managing director of the 
Foundation. The income from this trust is esti- 
mated at $500,000 per annum. It will be dis- 
tributed as follows: 1)One-fourth for toys, gifts, 
fruits, candies, clothes for “the most deserving 
orphan’s homes, where fatherless or motherless 
children are maintained,” the most substantial 
portion of this share to be spent at Christmas 
time each year; 2) Balance of the income “to be 
used for charity purposes and in the relief of pain 
and suffering and poverty” through the relief of 
“such institutions as the Scottish Rite Hospital, 
Georgia Baptist Hospital, and like institutions 
that dispense charity and are worthy and are in 
need of funds’; 3) Further terms of the will 
make it optional on the part of the trustees to 
disburse such portions of that balance as they 
see fit “to individuals who are deserving and to 
other deserving institutions, such as_ schools, 
whether the same be public or private, and in 
fact, any worthy and deserving individual, asso- 
ciation or institution that said trustees may deem 
worthy and in need of funds herein provided for 
without regard to race, color or creed.” 
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The Problems of the Small Hospital 


A PANEL DISCUSSION 


Presented at the Georgia, Florida, North Carolina, South Carolina, Tennessee, Alabama, Mississippi, and Louisiana 
Sectional Meeting of the American College of Surgeons, Atlanta, February 3, 4, and 5, 1937. 


- 


- 
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From the Standpoint of the Importance of Medical Staff 
Organization and Conferences 


J.F. HIGHSMITH, M.D., F.A.C.S., Consultant and Medical Director 
Highsmith Hospital, Fayetteville, North Carolina 


ITH AN EXPERIENCE of thirty-eight 
W years in conducting a privately owned 

hospital of one hundred twenty-five bed 
capacity, I have been greatly impressed with the 
absolute necessity of organization and conferences 
of the medical staff and its co-workers. A suc- 
cessfully run hospital, regardless of its capacity, 
is forced to adopt and rigidly adhere to a system. 
Its work cannot be done in a haphazard way as 
there are too many details, too many problems, 
too many departments, and too many lives at 
stake. Work must be carried on promptly and 
properly without waste of time. Organization 
and conferences of the various groups leads to a 
standard which means standardization. 


It goes without saying that a hospital shall 
always aim to maintain modern up-to-date facili- 
ties so as to provide every advantage to its staff 
in its effort to render efficient service to its pa- 
tients. Every patient, regardless of his social 
standing, must be given the advantage of all 
equipment necessary for diagnosis and treat- 
ments. 


Co-operation Means Organization 


To enable the staff to quickly diagnose and 
effectively treat its patients, the hospital must 
provide first-class clinical laboratory, a complete 
x-ray department, physiotherapy equipment, 
electrocardiography, gastric analysis and _ so 
forth, in addition to free access to a modern 
library. The staff should be composed of coop- 
erative men from the different departments who 
gladly express their opinions when invited into 
consultation. This means organization. 


The Institution must have sufficient nurses, 
graduate supervisors, an up-to-date and well 
supplied drug department, well equipped operat- 
ing rooms, delivery rooms, emergericy rooms, and 
in addition, every man on the staff should have 
his own examining room where he may examine 
his patients completely and without interruption. 
A fully equipped and efficiently operated clinical 
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laboratory and x-ray department, a competent 
record librarian insuring careful and useful rec- 
ords, providing swiftly any number of case re- 
ports on any subject one might wish to investi- 
gate, a Grade A autopsy room and equipment 
contribute to the development of a spirit of study 
and inquiry among the members which brings 
about a higher type of service in all departments 
of the hospital. In other words, the hospital 
must provide every facility possible for its staff 
and by so doing it can justly demand Grade A 
work from the personnel. Interns and residents 
should always be ready to cooperate and help 
any staff member with any task during day or 
night. There should be team work, exerting 
every resource to command in order to provide 
better treatment for the patient. 


Organization Produces Hospital Efficiency 


Only by organization in the hospital can effi- 
ciency be produced. No minor detail should be 
left unprovided for, yet there must be no over- 


lapping. 


The hospital should make every effort to keep 
the physician’s mind free of all worries that he 
may give the best he has in caring for the un- 
fortunate sick who come under his care. Interns 
and nurses should be trained and kept abreast 
with new developments both as to means of diag- 
nosis and treatment. 


The internships should be so divided that all 
services will be thoroughly covered during the 


year. The intern must be given frequent oppor- 
tunities to ask questions, observe, and investi- 
gate and this can be done through ward rounds, 
informal discussions, and staff conferences. One 
of the duties of the staff is to train interns and 
nurses into men and women who will be an honor 
to the profession. Another duty of the staff is 
to promote a spirit of research through the en- 
tire organization and especially in the interns 
who are to be the doctors of tomorrow. As 
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senior men, it is their obligation to guide, teach, 
and mold these neophytes into ethical profes- 
sional men. 


The autopsies are regarded as of so great im- 
portance that hospitals showing a low percentage 
are not approved for interns by the American 
Medical Association. The percentage of autop- 
sies obtained by a hospital is a criterion of the 
character of its work and spirit of its staff 
members. 


Staff Conferences 


Staff conferences, if properly organized and 
conducted, result in distinct advantages to the 
patient, the physician, and the hospital. Accu- 
rate minutes should be kept of all staff confer- 
ences. In addition to staff members the interns 
are required to attend. This is of value not only 
from the standpoint of the care of the patient, 
but for the education of the intern. The nurs- 
ing supervisors, laboratory technicians, anes- 
thetists, and instructor of nurses should also 
attend staff conferences. There must be unity 
for the proper application of the principles and 
to do this full attendance at these conferences is 
essential. Staff conferences afford an excellent 
opportunity to teach and to learn to discuss our 
errors and failures and the staff member must 
have sufficient loyalty to the institution to attend 
its conferences without being persuaded or forced 
to do so. Furthermore, does he not obligate him- 
self to attend these meetings and do all he can 
for the good of the institution when he is made 
a member of the staff? 


Regarding the meeting itself, we conduct ours 
in the following manner. The meeting is called 
to order by the chairman who is the senior mem- 
ber of the staff. The minutes of the last meeting 
are read by the record librarian and approved by 
the chairman. Following this the monthly report 
of all departments is read by the record librar- 
ian and discussed by the members present. This 


report takes in all the work done in the clinical 
laboratory, x-ray department, out-patient depart- 
ment, number of consultations, operating room 
report which includes the number of operations 
performed, number of deaths, institution infec- 
tions, and so forth. We then have an analysis 
of the fatal cases which is one of the most im- 
portant phases of the meeting. The intern on 
the service reads a summary of the case. This 
includes the history, final diagnosis, treatment, 
laboratory data, the surgeons’ operating room re- 
port, and autopsy findings. Following this is a 
general discussion. An analysis of the unim- 
proved cases is then taken up in a similar man- 
ner. At some of the meetings we have either a 
paper or case report by one of the interns which 
is discussed by a staff member, thus helping in 
the development of the intern. At other meet- 
ings members of the staff are placed on the pro- 
gram. 


The staff conference increases the clinical eff 
ciency of the individual members of the medical 


- staff since it brings to them the newer methods 


of diagnosis and treatment being used. It is the 


means of promoting fellowship and cooperation 


among the members of the staff. 


To the hospital itself, the staff conference is of 
utmost importance. It gives a careful analysis of 
the professional work, revealing weaknesses and 
emphasizing points of strength thereby insuring 
constant improvement. Furthermore, the staff 
conference tends to foster a better professional 
spirit in the hospital. 


As I have said before, organization and con- 
ferences lead to a standard which means stand- 
ardization as advocated by the American College 
of Surgeons, the American Medical Association, 
and the American Hospital Association. I be- 
lieve the principles of hospital standardization to 
be entirely practicable and while at times diffi- 
cult to carry out in their entirety, it is well worth 
striving for the results obtained. 


From the Standpoint of the Problems of Patients' Records 


HELEN BRANHAM, R.N., Superintendent 
Ware County Hospital, Waycross, Georgia 


a minute, please, here is a record for you 

to complete,” repeated by the person re- 

sponsible for the recording and filing of patients’ 
records in a small hospital? Countless. 

In all fairness to the busy staff members the 

apparent indifference by them to this important 

department is not intended’as such, but rather 


{i many times is the request, “Doctor, just 
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caused by the anxiety over a patient whose rec- 
ord is in the making. The one ready for dis- 
charge can wait maybe “until the next time I 
come” or “just a few minutes and I’ll be right 
back.” 


Suggestions for Securing Records 
The American College of Surgeons in the mini- 
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mum standards offers four suggestions to secure 
records: 


1. Preparation by the attending physician 
when the hospital is unable to offer assist- 
ance. 


. Records written by intern, read and 
checked by attending physician at the time 
the patient is discharged. 


. A stenographer or some person to whom the 
physician dictates his reports. 


. Use of a dictaphone by the physician and 
record transcribed by a typist. 


Let us discuss the above in order suggested. 


First, preparation of records by attending phy- 
sician. As you well know, there is no place busier 
than a small hospital where the doctor hurries in 
to see several patients and then finds a message 
to call his office where others are waiting and on 
and on. He cannot conveniently sit down and 
write a satisfactory history or physical examina- 
tion. He should have assistance. 


Second, records written by interns. Interns in 
hospitals with insufficient bed capacity to be rec- 
ognized for intern training are ruled out. House 
physicians are the alternative. After a young 
physician has written records as a student, then 
an intern, he should perform this part of his du- 
ties almost automatically. Some do, and others 
need constant checking and reminding to com- 
plete a record before the time arrives for the 
attending physician’s final dismissal check up. 


The third suggestion, a stenographer or some 
person to whom the physician can dictate is the 
most satisfactory arrangement in an institution 
that can afford only one house physician. This 
person should combine all duties pertaining to the 
records department with that of assisting the 
physician and the hospital stenographic work. 


Fourth, the use of a dictaphone is helpful in all 
institutions where there might be two physicians 
desiring the services of a stenographer at the 
same time. 


Record Clerk May Act as Statistician 


In a small hospital the records clerk may 
act as statistician. Upon her should be placed 
the responsibility of seeing that all charts are 
turned into the record room within twenty-four 
hours after the patient is dismissed, and placed 
in a tray on the clerk’s desk. When she makes 
up the hospital census every twenty-four hours 
is an excellent time to check records, and go after 
them if they have not come down. Getting the 
charts down to the record room seems to be one 
of the difficulties. The routine procedure for com- 
piling patients’ records from the time a chart is 
begun, which starts with the admission, until 
the attending physician makes his dismissal notes 
with definite instructions to staff members, house 
physicians, where there is one, and nurses, should 
be available on the wards at all times. This pre- 
vents the constant “I did not know.” 


In conclusion I would like to express my sym- 
pathy to hospital administrators in the many 
difficulties experienced in having compiled and 
properly kept patients’ records. There are two 
requirements in order to keep up this depart- 
ment: 


1. A record clerk who realizes and fulfills her 
responsibility. 


2. Constant checking by supervisors and the 
records committee. 


With this and the co-operation of the attending 
physician, patients’ records in a small hospital 
can be as they should—real histories of the pa- 
tients’ hospitalization. 


From the Standpoint of Clinical Laboratory and X-Ray Services 


LEON S. LIPPINCOTT, M.D., Superintendent 
Vicksburg Sanitarium, Vicksburg, Mississippi 


HEN ASKED to discuss the problems of 
W ine small hospital, from the standpoints 

of clinical laboratory and x-ray services, 
it seemed best to find out from the small hos- 
pitals in the area covered by this sectional meet- 
ing, what the hospitals themselves considered 
problems. To this end, questionnaires based on 
the suggestions of the American College of Sur- 
geons for these services were sent to the approxi- 
mately 100 hospitals of less than 60 beds, ap- 
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proved by the College in this area. Thirty-seven 
replies have been received, with more or less defi- 
nite information. 


Clinical Laboratory Service 


In thirty hospitals, the clinical laboratory is 
supervised by a doctor of medicine; one hospital 
has two doctors. In four hospitals, the super- 
vision is by technicians. Ten of these doctors are 
said to be recognized as pathologists, or clinical 
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pathologists; two only are full time, and do not do 
clinical work. Three pathologists serve two hos- 
pitals and two serve three hospitals. 


In only nine hospitals all clinical laboratory re- 
ports are signed by doctors; in two, all reports 
are signed by technicians. 


Twenty-three doctors and two technicians su- 
pervising laboratories attend staff conferences 
regularly; nine doctors and two technicians con- 
duct clinico-pathological conferences “very sel- 
dom” to “daily.” 

Twenty hospitals have one full time technician; 
two have two; two have three; three have one 
full time and one part time technician; and six 
one part time technician only. Twelve techni- 
cians hold certificates from the Registry of Tech- 
nologists of the American Society of Clinical 
Pathologists. 


Twenty-seven technicians combine their clin- 
ical laboratory duties with work in one or more 
other departments, including x-ray, operating 
room, medical records, anesthesia, physiotherapy, 
teaching in school of nursing, stenography, and 
general duty nursing. 


Only twenty-seven hospitals state that all tis- 
sues removed at operation are examined grossly 
by a pathologist, and it seems probable that in 
some of these the examination is made by the 
person who supervises the laboratory, rather than 
by a recognized pathologist. Nineteen reports 
state that all tissues are examined microscopi- 
cally. Five of these send their tissues to teaching 
institutions. 


The autopsy rate for 1936 in 24 hospitals an- 
swering varied from “small” to 45 per cent in 
one hospital. 

Kight reports stated ‘no autopsies were per- 
formed,” and thirteen more did not reply at all. 


Routine examination on all patients include 
urinalysis, in thirty-one hospitals; red blood cell 
counts in nineteen; white cell counts in twenty- 
nine; differential cell counts in twenty-four; 
hemoglobin in twenty-three; examination for ma- 
laria in ten; Wassermann or other tests for syph- 
ilis in eighteen; coagulation time in all tonsil and 
adenoid cases in twenty-seven; sputum in all pul- 
monary cases in twenty-six; throat cultures on all 
children in eleven; stool examinations on all gas- 
tro-intestinal cases in twenty-one. 

Many of the hospitals are equipped to carry 
out other clinical laboratory procedures. 

Thirty-four hospitals state that reports of find- 
ings are filed in the laboratory; fifteen that re- 
ports are cross-indexed; and thirty-four that du- 
plicate reports are made a permanent part of the 
patients’ records. 
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Clinical laboratory service is paid for by flat 
rates in fifteen hospitals; by fees for each exami- 
nation in ten. No laboratory fee is collected in 
seven hospitals, and in two hospitals a fee is 
charged to private patients but not to ward 
patients. 


Nine hospitals admitted to making money by 
clinical laboratories in 1936; eight broke even; 
three lost money; and one did not make money, 
Seventeen did not answer. 


Of those answering, two with flat rate made 
money; one with flat rate and additional fees 
made money; five with fees for each examination 
made money. Seven with flat rate broke even, 
and three with fees for each examination broke 
even. 


How Could Your Laboratory Service Be 
Improved? 


1. To improve clinical diagnosis and treatment: 

Full time pathologist; more technicians; more 
and better equipment; routine Wassermann; edu- 
cation of physicians to use laboratory. 


2. To improve financial status: 


Popularize it with county physicians; regular 
charges for each patient; cash payments; in- 
creased number of examinations; increased 
amount of fees; “make it a misdemeanor by law 
for a doctor to send specimens of pay patients 
to a state laboratory, and educate the doctors to 
send their specimens to the local laboratory, pro- 
viding the local laboratories’ personnel and equip- 
ment is reliable.” 


Particular Problems 


“The big thorn in my side has been pathology. 
The doctors want sections, but their patients are 
unable, as a rule, to pay a reasonable fee for hav- 
ing them made. It is impossible for me to main- 
tain a pathological department without pay. An- 
other very important conclusion on my part is 
that because of the small number of sections that 
would be brought to the laboratory, my experi- 
ence would force an admission of incompetency. 
For a number of years I have sent all sections to 
a competent laboratory. A fee of $5.00 is charged 
by the laboratory, and reports returned in 36 
hours.” 

“Doctor, I do not have the money to have that 
done.” 

Lack of sufficient personnel; outside use of lab- 
oratory is not broad; pathological examination of 
specimens, 


Problems for Discussion 


How can a small hospital best obtain reliable 
tissue examinations at a minimum cost? 
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Pathological examination of tissues. 

How broaden outside use of laboratory? 

Do you think the suggestions of the American 
College of Surgeons in regard to clinical labora- 
tories should be changed? 

Only eight expressed themselves. Six answered 
“No,” one answered “O. K.” “Suggestions are a 
bit difficult for the small hospital, but certainly 
would make the smaller hospitals more efficient 
if carried out.” 


X-ray Service 


Who supervises the x-ray department? 

M. D., thirty-three; M. D. resident, one; tech- 
nician, one; “The hospital is so small, all x-ray 
work is sent to another clinic.” 

Twenty-two hospitals state that the director is 
recognized as a radiologist; twelve that he is not. 
Some at least have other functions besides radiol- 
ogy. Only one is full time in any hospital. The 
part time x-ray men spend from “when neces- 
sary,” to “four hours per day in the laboratory.” 

Other hospitals served by the radiologist: one 
by three; two by one; three by two; several by 
two. 

Twenty-eight supervisors make all interpreta- 
tions and sign all reports; one ddes not; one only 
special interpretations and reports; one except 
simple fractures. The doctors sign their own re- 
ports in one hospital, and the interpretation is by 
doctors of the staff in two hospitals. 

Twenty-five do clinical work in addition to 
radiology; six do not. One, a technician, does 
clinical work in addition to x-ray. 


Twenty-nine attend staff conferences regularly ; 
two do not. Twenty-one give demonstrations “in- 
frequently” to “bi-weekly.” Five give no demon- 
strations. 

Ten hospitals have other radiologists as con- 
sultants; twenty-four have no consultants. 


Thirteen hospitals have one full time techni- 
cian; four have two; two have three; one has one 
full time and one part time; seven have part time 
technicians; seven have no technicians. Three 
technicians hold certificates from the American 
Registry of Radiological Technicians. 


Fourteen technicians combine duties with other 
departments, including clinical laboratory, clinical 
laboratory and general duty nursing, clinical lab- 
oratory and physio-therapy; clinical laboratory 
and anesthesia; photography and radium; medical 
records; medical records and anesthesia; clinical 
laboratory and medical records; clinical labora- 
tory and teaching in school of nursing; and clin- 
ical laboratory and circulating in the operating 
room. 
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All hospitals apparently have diagnostic x-ray 
equipment, more or less complete. Three hos- 
pitals apparently have only a fluoroscope. Eleven 
have portable units; twenty do not. Thirty-two 
have fluroscopic equipment; one does not; one 
has it, but it is out of order. 


Four hospitals have deep therapy equipment of 
200 K. V. or more and one has such equipment 
available elsewhere. 


Eight hospitals have a supply of radium in 
amounts of fifty milligrams or more; twenty 
seven have no radium. One has radium available 
elsewhere. 


X-ray reports are filed in the department in 
thirty-four hospitals, and cross indexed in twenty- 
four. Duplicate reports are a permanent part of 
the patients’ record in thirty-one hospitals; are 
not included in two. 


As to how the cost of radiological service is 
paid, in five hospitals no fee is charged, the cost 
coming out of the general appropriation; twenty- 
seven hospitals charge for each service; one hos- 
pital charges private patients, but not ward pa- 
tients; in one hospital it is included in the exami- 
nation fee. 


Only three hospitals admitted to losing money 
in 1936 on x-ray service; thirteen made money, 
and twelve broke even. 


How could your radiological service be im- 
proved? 


1. To improve clinical diagnosis and treatment: 


Full time radiologist (2) ; a recognized radiolo- 
gist as consultant; more technicians and equip- 
ment; better facilities and equipment (3); deep 
x-ray equipment (2); portable x-ray unit (2); 
radium; by making referring physician more 
x-ray minded. 


2. To improve financial status: 


Full time radiologist; facilitate examination of 
patients, not primarily to make money; probably 
by reducing rates; more patients; radium. 


Particular Problems 


Congestion of work during office hours; collec- 
tions (2); education of public to advantages of 
therapy; obtain consultations in time, to be of 
value in making urgent decisions; necessity for 
a radiologist; more room. 


Problems Presented for Discussion 


Minimum charges for gastro-intestinal work; 
what conditions should be routinely x-rayed; best 
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method of handling x-ray finances in the small 
hospital; financial side of charging each individ- 
ual case; bone pathology; collections. 

Do you think the suggestions of the American 


College of Surgeons in regard to x-ray depart. 
ments should be changed? 

No, eleven; not in important details, one; not 
appreciably, one. 


From the Standpoint of Nursing Service 


MRS. JEWELL W. THRASHER, R.N., Superintendent 
Frasier-Ellis Hospital, Dothan, Alabama 


amined as to the nature of nerves, once 

wrote: “In the singular, the thing that 
started me in this course; in the plural, that 
which is making me flunk it; in particular, the 
system that keeps me alive and yet makes me 
wish I were dead.” 


A CERTAIN medical student, on being ex- 


The small hospital and its problems from the 
standpoint of nursing service is similar to this 
definition of a nerve given by this medical stu- 
dent. In the singular, we have each nurse with 
individual responsibility; in the plural, the ten- 
sion and strain of people working together; in the 
system, the thing that keeps the hospital alive in 
order that those who are sick might be cared for 
adequately. 


Nursing Service the “Nerve Center” of the 
Hospital 


Nursing service can well be classified as the 
“nerve system” of the hospital. There are many 
classifications of hospitals but for purpose of dis- 
cussion in this paper, we shall classify them ac- 
cording to locality; first—those located in cities; 
second—those located in small towns and in rural 
sections. Since my experience has been with those 
of the small towns, this discussion necessarily will 
deal with this group. 


The problems coming under nursing service are 
varied and many, namely: whether or not we 
should maintain our school of nursing, selection of 
personnel, “inbreeding,” salaries, who shall be on 
the hospital registry, and the great problem of 
meeting community needs. 


The small hospital, regardless of ownership or 
control with the possible exception of the munici- 
pal, has for the past few years been largely de- 
pendent on its patients as its source of revenue. 
Without the financial assistance from the outside, 
the problem of sufficient funds to maintain a 
school of nursing is outstanding. Can it be that 
it is the duty of the hospital to furnish nursing 
education? Is it not a fact that under present 
conditions no other provision is at hand in most 
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communities? The problem finally comes to the 
question of whether or not a small hospital can 
“carry” a nursing school. 


Relative to the Shortage of Graduate Nurses 


At the present time there seems to be a definite 
shortage of nurses, certainly we know that this 
is true in the smaller towns and rural sections. 
The majority of graduates applying for positions 
in our hospitals are the so-called “floaters” 
or nurses not able to meet the educational require- 
ments of the larger hospitals. The small hos- 
pitals are trying to progress and increase their 
efficiency above the actual requirements of the 
nurses’ Registration Board and this cannot be 
done with the above type nurse. We need nurses 
who have a spirit of adaptability, those who are 
skilled in the art of nursing and certainly those 
with an educational background. Often I think 
degrees have been stressed too much and I have 
found them not always the best criteria of a 
nurse’s ability. 


The small hospital, until a decade ago, though 
not able to compete with the large university 
hospitals in theory, compensated by giving the 
students the best of medical attention, comfort- 
able living quarters, and under supervision, they 
acquired experience and judgment which is the 
foundation of a competent nurse. It was the only 
field in which students could be maintained with- 
out cost to the family from practically the be- 
ginning of a professional education. 


Today the small hospital cannot compete with 
the large university school, certainly those with- 
out university affiliation cannot, but many have 
very splendid schools with well qualified instruc- 
tors. Their graduates would reflect credit on any 
institution. In the small institution there is prob- 


ably more “inbreeding.” Our own nurse is fa- 
miliar with the routine, the hospital temperament 
and can possibly keep an organization running 
smoother than the “outside” nurse, who brings 
into the hospital new technique, and if from 4 
large institution, often a superior air and ul- 
conscious criticism of established methods. The 
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danger of “inbreeding” is to me the possibility of 
a satisfied rut and may well be a stumbling block 
to better technique. 


How the Rural Hospitals Are Handicapped 


Our smaller rural hospitals are handicapped in 
the matter of salaries; many times we have to 
pay larger salaries to obtain the same type of 
work as those located in cities. There is prob- 
ably more work assigned to maids, which should 
be strictly nursing, this is especially true in a 
hospital where the training school has been dis- 
continued and it has an all graduate staff. It is 
done as an economic measure in order to employ 
the minimum number of graduates, but does not 
give the patient the feeling of confidence and 
security that is so necessary in order to gain his 
support and cooperation. 

In our smaller towns and rural communities 
where there is no central registry, the hospital 
has to maintain its own. In that case we have 
the problem of deciding whose name shall be on 
the registry. We all admit that recommendations 
are of little value, that reciprocity is very easily 
obtained in most states, yet the hospital is re- 
sponsible for the service rendered. If we do not 
wish to take a selfish attitude and limit this privi- 
lege to graduates of a particular school, by what 
standards shall we measure those desiring to 
register? 

Community needs vary with locality. One es- 
sential need is the confidence of the ever-chang- 
ing public in the operation and standards of our 
hospital. Public opinion is vital and neither the 
individual nor the institution can successfully dis- 
regard it or withstand it. Today we no longer 
live in isolation and even though we may live in 
some remote section a beaten path will be made 
to our door if we have that to give which is 
needed by humanity. 


The hospital has a definite mission to perform 
in educating the public to utilize the facilities 
at their disposal so they may live longer, 
healthier, and happier lives. The process of edu- 
cating the public is not limited to the nursing 
service of any institution, but it is an obligation 
that the hospital owes to the community and a 
responsibility in which the nursing service has 
no small part. 


The Hospital Dedicated to Service 


A hospital is primarily dedicated to service, 
each patient is an individual and cannot be num- 
bered and subjected to iron bound routine. In 
this respect, the smaller hospital has the advan- 
tage of the larger institution. In order to have 
that “more abundant life” individual growth and 
development must come to each hospital so that 
it may be able to render to humanity a more 
wholesome service. 


In conclusion, the following are some questions 
I would like to submit: 


1. Shall we have a few capable graduates with 
maid service or nursing schools with fewer 
maids in view of service to patient? 


. If our salaries are necessarily low, what 
compensating factor can the hospital effect 
to make nursing in small rural hospitals 
attractive? 


. Is the “inbreeding” a detriment to be dis- 
couraged when weighed against the problem 
of an “outbred” nursing service? 


. Are we lowering the standards of our insti- 
tution when we select a capable nurse who 
is without special post study but definitely . 
adapted to the needs of the hospital, or 
shall we select the nurse better prepared 
from an educational standpoint? 


From the Standpoint of Food Service 


AGNES COLEMAN, Dietitian 
Emory University Hospital, Atlanta, Georgia 


be a Jack-of-all-trades, “‘a Butcher, a Baker, a 
Candlestick Maker.” 


She is directly responsible to the superintend- 
ent of the hospital for the proper administration 
of the dietary department. 

She must hire and supervise all employees in 
the department, plan all menus, purchase all food 
materials, supervise its economical preparation 


l" THE SMALL HOSPITAL the dietitian must 
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and serving, keep records of raw food cost, and 
teach student nurses. 


; In a hospital of 50 to 75 beds with which I am 
thoroughly familiar, a smooth running dietary 
department is obtained by the efficient organiza- 
tion of its limited personnel, consisting of a chef, 
and his helper who perform the duties of chef, 
butcher, vegetable preparer, and baker; two wait- 
resses and a waiter who serve the staff and person- 
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nel and wash dishes for the entire hospital; two 
maids in the special diet kitchen who, with the 
help of two student nurses, set up all trays, pre- 
pare salads, desserts, special diets, nourishments, 
and serve and collect all trays; and one man of 
all work who is necessary to do the mopping, 
cleaning, caring for raw food supplies and reliev- 
ing other employees who are off duty. It is de- 
sirable, if at all possible, to have the special diet 
kitchen a separate unit, however small, and with 
its activities closely correlated to those of the 
main kitchen. 


The Kitchen Equipment of the Small Hospital 


The ideal equipment in the kitchen of a small 
hospital should consist of the following: 


A coal burning range—found to be most eco- 
nomical when colored help is employed 


A small gas, electric or oil stove in the special 
diet kitchen 


A good electric refrigerator—one with a fan to 
circulate air is the best type refrigerator as the 
vegetables and meats must be kept at an even 
temperature 


One ice box to store ice that is to be sent to 
the floors 

One meat block of hard wood 

One electric mixer and food chopper combined 

Stainless steel equipment wherever possible 

One dish washing unit 

Adequate storage space for dishes and cooking 
equipment 

Tables for food preparation made with metal or 
covered with metal 

One potato and vegetable peeler 

Facilities for washing cooking utensils 

Iee cream cabinet 

Even with the best available equipment, de- 
sirable and economical food service cannot be ob- 
tained without the careful planning of menus and 
the intelligent purchasing of materials. One 
basic menu from which all types of diets may be 
adapted including general hospital, therapeutic, 
staff and personnel, simplifies purchasing, prepa- 
ration and serving. 


The Purchase of Meat and Vegetables 


Purchasing of produce and meat should be done 
two or three times a week, according to the stor- 
age facilities of the hospital in question. Staples 
may be purchased once or twice a month. These 
commodities may be purchased most economically 
by obtaining bids for standard quality from 
wholesale houses. This service is provided for 
hospitals in small towns by the wholesale firms in 
the nearby large centers. Twenty-five per cent of 
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the total hospital budget is the accepted standard 
of expenditure for the dietary department of the 
small hospital. 


Meat may be purchased from wholesale houses 
cut ready for use. This method is often more 
economical as the chef has a full schedule of du- 
ties without this added responsibility. There is 
no waste when boneless meat cuts are used. 


Vegetables may be delivered twice weekly or 
daily, as desired, according to the storage space 
available and the changing of prices encountered. 
Frozen fruits and vegetables are now available to 
the wholesale trade. These may be kept indefi- 
nitely in an ice cream unit and are proving most 
satisfactory for hospital use. There is no waste, 
the food as received is ready for use, thus elimi- 
nating the necessity for preparation, it is of high 
quality, and the cost has proven to be on an equal 
scale with that of similar quality of fresh or 
canned foods. 


Linens, Glassware, Silver, and Dishes 


As each department is responsible for the linen 
used in its own service, it is practical, in a hos- 
pital of which the clientele permits, to use paper 
tray covers. They may be purchased in pastel 
shades to vary the monotony of constant white. 
They may also be had in various weights and pat- 
terns. Linen napkins usually hold more appeal for 
the patient but paper napkins may be used for the 
staff. Attractive patterns of dishes, glasses, and 
silverware of an open stock may be purchased at 
the ten cent stores. This proves to be economical 
for the small hospital since the handling problem 
is small and the china is more attractive than the 
heavy institutional patterns. 


Tables with glass tops or hard finish are very 
attractive in the dining room for staff and per- 
sonnel. Dishes and silver should be of a different 
pattern so that they are easily distinguished from 
those for the patients. Individual plate service in 
the dining room keeps food hotter, is more eco- 
nomical, and lessens the number of waiters. 


Diet and Nourishment Orders 


Even though the hospital is small the dietitian 
should devise a system of diet and nourishment 
orders. These should be sent down from the 
floors each morning and checked by the dietitian. 
The dietitian must “see all and know all,” there- 
fore she should visit patients daily. 


One of the best types of food service in the 
small hospital is the central tray service. This 
enables the dietitian to check each tray before it 
reaches the patient. Each tray should have a 
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card with the name of the patient, room number, 
and the kind of beverage the patient desires. 
Food may be served from a small steam table or 
an electrically heated cart. If this equipment can- 
not be afforded food may be kept hot in double 
boilers on small stove in the special diet kitchen. 
The hot food may be kept hot on the tray with 
plate covers, stainless steel is the most desirable 
type of cover. A dumb waiter from the diet 
kitchen to the floors is the quickest method of 
service. The trays are checked as they are placed 
on the dumb waiter, received on the floor and 
served by the diet kitchen maids or nurses. In 
this way no help is required from floor nurses. 


Nourishment may be most easily and economic- 
ally served when prepared in the kitchen and 
served to each patient by the diet nurses instead 
of sending quantities of nourishment to the floor 
for the floor nurses to serve. 

In some small hospitals baby formulas are pre- 
pared for the day under the supervision of the 
dietitian and are sent to the floors to be placed 
in the refrigerators and dispensed as needed. 

Even though the dietitian is a “Jack-of-all- 
trades,” working in a small hospital is a great 
satisfaction. She can serve food more attrac- 
tively, more economically, and more quickly than 


in a large hospital. 








Payments to Hospitals Under WPA — by States 


In October, 1935, upon invitation of the Fed- 
eral Employees’ Compensation Commission, the 
Joint Advisory Committee of the National Hos- 
pital Associations agreed to a schedule of charges 
which hospitals would make for the hospital care 
and special services to sick or injured WPA em- 
ployees sent to them, and for whose care the 
Federal Government was responsible. It was 
understood that as far as covering the cost of the 
service rendered by the hospital, these charges 
were inadequate, but the Joint Advisory Commit- 
tee felt that the hospitals could enter into the 
agreement in the spirit of cooperation with the 
Federal Government. It was further understood 
that our hospitals were under no compulsion to 
accept WPA patients at the scheduled charges, 
but when they did accept them, then the sched- 
uled charges would govern. 

The Federal Government has paid our hospi- 
tals, under the agreement entered into with the 
Joint Advisory Committee, between $900,000 and 
$1,000,000 during the past eighteen months. 

The following table shows the amounts paid 
the hospitals in each state during that period: 

October 10, 1935 through March 10, 1937 
Alabama $ 9,950.03 
Arizona 4,924.70 
Arkansas 12,511.38 
California 51,269.94 
Colorado 18,386.10 
Connecticut 15,902.96 
Delaware 661.25 
Florida 12,370.15 
Georgia 6,676.73 

12,576.95 
Illinois 25,773.36 
Indiana 19,295.37 
Iowa 11,151.96 
13,168.52 
8,290.57 


Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 


Vermont 

Virginia 

Washington 

West Virginia 
Wisconsin 

Wyoming 

District of Columbia 


Virgin Islands 
Puerto Rico 


4,446.14 
5,443.99 
2,233.10 

36,182.65 
31,606.24 
29,248.95 
5,942.61 
15,538.87 
12,769.89 
6,449.34 
1,735.85 
4,244.58 
36,693.70 
3,530.85 

108,539.51 
7,713.96 
7,750.94 

55,487.36 
20,630.83 
12,165.66 
79,163.93 
7,983.13 
8,344.86 
5,875.07 
7,074.04 
29,867.24 
4,650.64 
3,082.48 
5,133.84 
16,501.64 
18,870.06 
21,640.49 
2,046.20 
5,079.55 
288.01 
1,449.55 
58.35 
81,167.71 


$929,361.78 





Adequate Care of the Obstetrical Patient 


in a General Hospital 


MARION T. BENSON, SR., M.D. 
Crawford W. Long Memorial Hospital, Atlanta, Georgia 


has made great advances, so much so, that 
the subject could be almost entirely re-writ- 
ten as regards to procedures. 


D =: the past twenty-five years obstetrics 


Preparation of the Obstetrical Patient 


The outstanding development of prenatal care 
is its influence in the control of toxemia whereby 
the incidence of eclampsia has greatly reduced. 
The development of the technic of blood transfu- 
sion and the technic and broadening scope of ce- 
sarian section have done much to combat the for- 
mer almost hopeless placenta praevia, premature 
separation of the placenta, ruptured uterus, post- 
partum hemorrhage, etc., but has the general hos- 
pital always kept up with this advance. We are 
all familiar with the large array of sterilizers in 
the operating room, but all too often those of the 
delivery room are inadequate. Certainly every 
labor case should be regarded as having an open 
surgical wound with danger of infection even 
greater than surgical cases, and the same care 
should be exercised in preparing the vulva for 
delivery as in preparing the abdomen for a lapa- 
rotomy. The same applies to the physician and 
nursing staff in the preparation of themselves, 
instruments, and linens. 


Dr. De Lee has held that infected patients from 
other sources, medical, surgical, etc., carry inti- 
mate and remote danger to the parturient woman, 
and, hence, advocates the strictest architectural 
and administrative isolation of the two kinds of 
cases must be established and maintained. Many 
of our more modern hospitals have a separate 
obstetrical pavilion, and those that do not should 
make every effort to safeguard their maternity 
cases from contacts, however remote, with pa- 
tients of other services. 


The precautions apply during the hospital post- _ 


partum course as well as during the delivery. If 
caps and masks are worn by the nurse attending 
the delivery, then they should certainly be worn 
by the nurse carrying out the perineal care, for 
there is the same open wound until involution has 
been well established. There should be adequate 
measures for sterilization of all bed-pans, etc. I 
Casciinas Memecnce, Atntausa, Iam snd Teeeinne bee 


tional Meeting of the American College of Surgeons, Atlanta, 
February 3, 4, and 5, 1937. 
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know one puerperal sepsis epidemic that almost 
reached serious proportions traced to bed-pans 
not properly prepared due to a defective steri- 
lizer. There should be facilities for strict isola- 
tion of both mothers and babies who should hap- 
pen to show any evidence of infection. The 


-nursery nurse must necessarily be well experi- 


enced and constantly on guard for any child with 
the slightest blister, pustule, or evidence of 
thrush. These precautions are all very necessary 
because statistics show that it is more dangerous 
for a mother to have her baby in the maternity 
ward than at home. 


Adequate Care of the Obstetrical Patient 


What is meant by adequate care of an ob- 
stetrical patient. The following quotation ex- 
presses the idea: “The obstetrical ideal demands 
that the mother should pass through labor with- 
out injury to herself and that the babe should be 
born healthy and capable of normal growth and 
development physically and mentally.” In order 
to accomplish this, three essential factors enter 
into the subject. First, prenatal care; second, 
adequate hospital facilities; third, postnatal care. 


Prenatal Care 


A general hospital should have a prenatal 
clinic. This should be under capable manage- 
ment of doctors and nurses who are interested in 
obstetrics. Patients who expect to enter the hos- 
pital for confinement should be required to report 
to this clinic not later than the third month of 
their gestation, the second would be better. A 
careful history should be required: physical ex- 
amination, including pelvic measurements; Was- 
sermann; blood pressure; urinalysis. Blood pres- 
sure, urinalysis, and weight should be recorded at 
each appearance of patient. The patient should 
be given instructions in regard:to diet, exercise, 
rest, elimination. She should be required to re- 
port with specimen of urine every ten days. A 
careful record should be kept during the prenatal 
period and at time of confinement. This record 
should be attached to delivery chart so that the 
attending obstetrician will have some knowledge 
of the prenatal course. 


For a general hospital to give adequate care of 
its obstetrical patients, a prenatal clinic for its 
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charity or semi-charity patients is necessary. 
The above cannot be stressed too strongly, and 
should be demanded as an entrance to the hos- 
pital later, as in this way the obstetrical mortal- 
ity to both mother and child can be lowered. 


Adequate Care Within the Hospital 


For adequate care within the hospital the fol- 

lowing important factors should be considered: 

1. The obstetrical department should be in 
charge of capable obstetricians with capa- 
ble assistance. 

. Well-trained head nurse in charge of the 
department with a capable assistance. 

. Well-trained anesthetist, especially for com- 
plicated cases. 

. Modern delivery room, well lighted that can 
be kept in aseptic condition. 

. Modern sterilization plants with capable 
supervision. 

. Proper dressing and scrub room for the ob- 
stetricians and assistants. 

. Wards should be so arranged that no over- 
crowding will occur, and with proper light 
and ventilation. It should be kept in aseptic 
condition. 

. There should be pre-delivery and post-deliv- 
ery rooms. 

. An isolation room or rooms should be pro- 
vided for infectious cases and all infectious 
cases should not be allowed to stay with 
non-infectious. 

. Well-trained dietitians in charge of obstet- 
rical department. 

. For private cases in a general hospital the 
same facilities should be provided for, both 
patient and physician. 

12. Records, properly indexed, should be care- 
fully kept of all patients. 


A proper trained record clerk is very essential 
in all hospitals. Record of delivery course in de- 
livery room is very important for future refer- 
ence. Finger print of mother, foot and finger 
print of baby should be made before either leave 
the delivery room, these attached to chart of 


mother. This should be an iron-clad rule in all 
hospitals. 


Postnatal Care 


A general hospital for its charity cases should 
have a postnatal clinic. The follow-up after de- 
livery is very important. The private patient has 
this care or should have. The patient before leav- 
ing the hospital should be instructed as to the care 
of self and baby in regard to diet, rest, exercise, 
elimination, and cleanliness. She should be in- 
structed to report back to the clinic at the end of 
fourth week for examination of local parts and 
the necessary treatment given. These cases should 
not be turned loose without re-examination. 


To sum up, for a general hospital to give ade- 
quate care of the obstetrical patient, the follow- 
ing quotation of Dr. H. Reid Robinson is timely: 
“To watch over the health of the expectant 
mother and as far as may be possible, of the un- 
born child during the period of utero-gestation. 
To foresee conditions calculated to create diffi- 
culty or danger in childbirth, and to take steps 
either to remove them if possible or to arrange 
for the birth to take place in circumstances in 
which the best obstetrical skill may be available. 
To conduct the delivery so that the mother and 
child are exposed to minimum risk and injury. 
To restore the mother to her ordinary vocation 
in life with health and vigor as far as possible 
unimpaired. To foster her capacity to nurse her 
child. To see to it that the mother’s reproduc- 
tive organs returned to a healthy, normal condi- 
tion fit for further normal functioning and easily 
to watch over the health of the infant and thus 
begin the antenatal care of the succeeding gen- 
eration.” 


All hospitals that are not strictly charity should 
provide for the semi-pay patients. If we wish to 
lower death rate in maternity patients, all such 
patients should have access to hospitals. In At- 
lanta in 1930 the total births were 5,492 with 
67.1 per cent delivered in hospitals; total deaths, 
46. In 1935 the total births were 5,587 with 
84.33 per cent delivered in hospitals; total deaths, 
25. These figures include white and colored. 
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Hospital Service Plans Must File Social 


Security Tax Returns 


Non-profit Hospital Service Associations are ex- 
empted from the payments of federal income 
taxes (Section 101 (8) of the Revenue Act of 
1936) but are liable for filing returns required 
by the Sections 811 and 907 Social Security Act. 
Returns must be filed monthly by all hospital 
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service plans employing eight or more individuals 
or the minimum number required by state laws. 
Forms and special instructions may be obtained 
from Washington or from state offices of the 
Collector of Internal Revenue, Social Security 
Tax Division. The ruling mentioned above has 
been stated by Federal officials in letters to the 
executives of several hospital service plans, and 
may be regarded as applicable to other associa- 
tions throughout the country. 





A Gentlemen's Agreement in Motor Vehicle 
Accident Cases 


HENRY M. POLLOCK, M.D., Superintendent 


Massachusetts Memorial Hospitals, Boston 


attempted for some years to further the 

passage by the General Court of acts to 
provide a lien to secure hospital charges for serv- 
ices rendered in motor vehicle accident cases. 
Certain of these proposed acts were limited in 
their application to hospitals—others of them in- 
cluded services rendered by physicians. Year 
after year these bills failed to pass one or both 
houses or were referred to the Judicial Council, 
as a recess commission, for investigation and re- 
port. When so referred the Council has reported 
unfavorably and its reports have been accepted. 


DJ sempted for 2 HOSPITALS annually 


Like bills were introduced to be heard during 
the 1936 session of the legislature, but it was 
generally concluded that no more favorable con- 
sideration would be given them than in past years. 


A meeting of representatives from certain in- 
surance companies, district medical societies and 
the Massachusetts Medical Society, and certain 
hospital organizations was held in mid-January, 
1936. 


The purpose of the meeting was to determine 
if it might be possible to secure in motor vehicle 
accident cases, through mutual agreement, all or 
a part of the protection and benefits that would 
accrue to hospitals and physicians under a lien 
law. 


At this first meeting it appeared the individual 
views held by the representatives present were 
seemingly not so diverse or divergent as to pre- 
clude the possibility of an agreement and it was 
decided, until it became evident that no satisfac- 
tory agreement was possible, the medical profes- 
sion or hospitals would not support pending leg- 
islation. 


As a result of subsequent meetings, many con- 
ferences and much correspondence, a memoran- 
dum and forms were finally prepared. These were 
submitted to and approved by the parent organi- 
zations. 


There follows the preamble and text of this 
agreement with samples of the forms to be em- 
ployed. 


Presented at the meeting of New England Hospital Associa- 
tion, Boston, February 27, 1937. 
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How the Hospitals Are to Cooperate with 
Insurance Companies 


Hospitals have experienced difficulties in cer. 
tain accident cases in past years in collecting thei 
charges from patients, who have collected dam. 
ages from the persons causing the injuries or 
from their insurance companies. This is due to 
the fact that claims for damages for personal in- 
juries are not assignable by law and the insurance 
companies are therefore not bound to recognize 
assignments of such claims. As a part of the pa- 
tient’s financial recovery is based on hospital, 
medical and surgical expense, it is only just for 
the hospital to protect itself by using every effort 
to have its charges paid in all proper cases. 


« 


Hospitals understand that the insurance con- 
panies are willing, when paying claims for dan- 
ages, to use their best efforts to arrange with the 
claimants for a direct payment from the insur- 
ance companies to the hospitals for their proper 
charges, provided that the hospitals will cooperate 
as hereinafter set forth: 


1. The hospital will, as soon as possible after 
the start of treatment in any case where the pa- 
tient is willing and in proper mental condition, 
and where his attorney, if any, has assented, se- 
cure an authorization from such patient on form 
A. Upon securing such authorization the hos- 
pital will notify the insurance company involved 
of its treatment of the patient and will upon re- 
quest and at the insurance company’s expense 
provide the insurance company with a complete 
hospital record concerning the nature and extent 
of the injury suffered. 


2. The hospital will ask the patient to sign an 
order, form B, authorizing direct payment to it 
from the insurance company of the hospital bill 
upon any payment of the claim, in every case 
where the patient is willing and in the prope 
mental condition to sign the order and where his 
attorney, if any, has assented, and will send such 
order or a copy to the insurance company as soon 
as possible. 


8. Where the patient is a minor, the authoriza- 
tion and order above referred to shall be signed 
by his parents or guardian on forms A-1 and B-1. 


4. On request, the hospital will arrange, if the 
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physical and mental condition of the patient is 
such that in the opinion of the hospital’s super- 
intendent no harm will result, with the approval 
of the patient and his attorney, if there is one, 
for an interview and physical examination of the 
patient by the insurance company’s examining 
surgeon or physician, in the presence of the at- 
tending physician or his designated representa- 
tive. 

5. It is understood that in the settlement of 
cases where the patient or his attorney will not 
cooperate with the insurance companies in agree- 
ing for a direct payment of the reasonable hos- 
pital bills, the insurance company will immedi- 
ately advise the hospital of any settlement made 
so that it may take appropriate action to protect 
its interest. 


6. It is understood that in the settlement of 
cases where, because of lack of merit or other- 
wise, the insurance company will make no pay- 
ment, it will promtply notify the hospital in- 
volved of the status of such case. 


7. It is recognized that there will be some cases 
where, because of lack of merit, the insurance 
company’s payment and settlement will not be 
sufficient to afford full satisfaction or reasonable 
medical expenses. In such cases, the insurance 
company will advise the hospital of the status of 
the case and attempt to work out some solution 
whereby the hospital shall receive a fair propor- 
tion of its bill. 


Form A 


AUTHORIZATION TO FURNISH RECORDS 
Hospital: 

I hereby authorize you to notify as soon as 
possible the Insurance Company, 
which represents the person or persons against 
whom I have a claim for damages, of my injury 
sustained or or about 193.., and 
to furnish it with a full and correct copy of my 
hospital record on request. 

Witness 
(Signed) 


Approved: Patient’s Attorney) 
Case: 


Form Al 


AUTHORIZATION TO FURNISH RECORDS 
(Minor) 
Hospital: 

We hereby authorize you to notify as soon as 
Possible the Insurance Company, 
Which represents the person or persons against 
Whom our child and we have a claim 
for damages, of his (her) injury sustained on or 
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193.., and to furnish it 
with full and correct copy of his (her) hospital 
record on request. 

Witness 
(Father) 
(Mother) 


Approved: (Patient’s Attorney) 
Case: 


Form B 


ORDER FOR PAYMENT OF HOSPITAL BILLS 
Hospital 
Boston, Massachusetts 
Insurance Company: 
If and when any settlement or payment is made 
of my claim for injuries, sustained on or about 
193.., resulting in hospital care 
and expense, please pay direct to the 
Hospital the full sum of my hospital bill, $ 
I understand that this order does not relieve me 
of my obligation to pay such bill if not paid by 
the Company. 
Witness: 


Approved: (Patient’s Attorney) 


Form Bl 


ORDER FOR PAYMENT OF HOSPITAL BILLS 
(Minor) 
Hospital 
Boston, Massachusetts 
Insurance Company: 
If and when any settlement or payment is made 
to us or either of us arising from a claim for in- 
juries to our minor child , sustained 
on or about 193.., resulting in hos- 
pital care and expense, please pay direct to the 
Hospital the full sum of his 
(her) hospital bill, $ We under- 
stand that this order does not relieve us from our 
obligation to pay such bill if not paid by the Com- 
pany. 
Witness: 
(Father) 
(Mother) 


Approved: (Patient’s Attorney) 


The text of the memorandum and forms for 
the information and use of the hospital and the 
physician is practically identical. 


Working Through a Joint Committee of the 
State Medical and Hospital Associations 


The Council of the Massachusetts Medical So- 
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ciety have approved both memorandum and forms 
for physicians and have passed a vote instructing 
the president of the society to appoint a commit- 
tee of three to act with similar committees to be 
appointed by the Massachusetts Hospital Associ- 
ation and by the insurance interests. ‘The pur- 
pose of this joint committee will be to bring about, 
from time to time, such changes, if any, in the 
agreement forms and practices as may be neces- 
sary to insure the proper operation of the plan. 


It is anticipated that gradually this committee 
will be called upon to assume other duties and 
functions as the investigation and adjustment of 
complaints and grievances and that quite possibly 
district sub-committees with like duties, either to 
function independently or under the direction of 
the Central Committee, may be created. 


The “Gentlemen’s Agreement” a Fair Substitute 
for a Lien Law 


It is expected this “Gentlemen’s Agreement,” 
from the standpoint of collections, may prove to 
be a fairly satisfactory substitute for a lien law. 
It does requires the assent of the patient and his 
attorney before the insurance company may make 
direct payment, but experience with similar forms 
and a like procedure have demonstrated that usu- 
ally this assent is obtained with little difficulty. 
However, when the patient or his attorney will 
not consent to a direct payment the insurance 
company will immediately inform the hospital of 
any settlement so that it may take appropriate 
action to protect its interests. 


Also the insurance company will promptly no- 
tify the hospital if no payment is to be made be- 
cause of the absence of legal liability, or if the 
amount is insufficient to satisfy hospital charges 
in these last mentioned contingencies the agree- 
ment affords greater protection than the usual 
law. 


The Agreement Assists in Eliminating “Ambvy. 
lance Chasing” and Similar Evils 


But it is further expected that this agreement 
will record accomplishments beyond those of a 
clearing house for information and a collecting 
agency for the use of physicians and hospitals— 
that it will assist in eliminating those evils which 
are commonly termed “ambulance chasing” and 
“running” cases to lawyers and also the settle. 
ment of cases by “adjusters” before the nature, 
extent, and consequences of the patient’s injuries 
may be accurately determined; that it will reduce 
the number of unnecessary litigations, of false 
claims of injuries, of exaggerated injuries, and of 
collusions between interested persons; that it will 
lead to earlier and more equitable settlements; 
and that it will promote open and fair dealings on 
both sides, the elimination of prejudices and a 
willingness to get together as frequently as may 
be necessary to discuss and remove undesirable 
situations. 

It is not anticipated that all evils will be imme- 
diately corrected, but it is believed that this 
“Gentlemen’s Agreement” will go far toward bet- 
tering present conditions. If it does, Massachv- 
setts physicians and Massachusetts hospitals will 
have in this agreement something which in the 
end should be more valuable than a mere lien law. 

How largely and how soon this agreement will 
accomplish all that it is desired it should achieve, 
will depend upon the number of hospitals which 
become parties to it and upon how faithfully at 
the indicated time each hospital fully carries out 
its provisions. 

It is believed that this “Gentlemen’s Agree- 
ment” gives opportunity to hospitals to materially 
curtail losses from motor vehicle accidents. It is 
urged that Massachusetts hospitals, where all nec- 
essary machinery will soon be in operation, take 
immediate advantage of it and that hospitals in 
other states which are without the benefits of a 
lien law, give consideration to its possibilities. 








lt Happened in Chicago 


The most vague woman yet to come to atten- 
tion was she who, scheduled for a minor opera- 
tion at 9 o’clock of a certain morning, was taken 
to the Presbyterian hospital by friends, where 
she acquired a room and a nurse, undressed, and 
went to bed. One of the friends, knowing her 
proclivity for overlooking dates, places, and the 
hour, suggested, about 9:15, when no word had 
come from the surgeon, that she check to be sure 
she had the right day and hour. After some tele- 
phoning the lady said wearily to her friend: “O, 
dear, I should be at Passavant. I knew it began 
with a ‘P.’” 
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SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associa- 
tion is $3.00 a year. 


Single copies may be secured for 30 cents 
a copy. 
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Relation of Tuberculosis Units of the Provincial 
Board of Health to General Hospitals 


W. H. HATFIELD, M.D., Director of Tuberculosis Control 
Provincial Board of Health—British Columbia 


of British Columbia inaugurated a Provincial- 

wide programme to control tuberculosis. The 
history leading up to this development is of some 
interest. There had previously existed a diag- 
nostic clinic in our largest city, Vancouver, run 
under an independent Board of Directors. There 
was a sanatorium of 332 beds, situated in the 
Interior of the Province, this being under the 
direction of the Provincial Government. Attached 
to the Vancouver General Hospital, a hospital of 
approximately 1,000 beds, was a tuberculosis unit 
staffed by the medical staff of the General Hos- 
pital, the patients being practically all of the far 
advanced type. In addition to this there was one 
travelling clinic, attempting to cover the widely 
scattered population of the Province. This was 
partly financed by the Provincial Government and 
partly by a lay tuberculosis organization. 


' JULY 1935, the Government of the Province 


From the standpoint of attempting to control 
a disease such as tuberculosis, British Columbia 
is smewhat unique. The Province has a total 
area of 366,255 square miles with 1,000 miles of 
coastline. This is equal in size to the States of 
Washington, Oregon, California, and one-half of 
Idaho combined. The total population is 750,- 
000, divided into 673,097 Whites, 53,305 Ori- 
entals, and 23,598 Indians. Approximately 50 
per cent of this population is situated in one cor- 
ner of the Province, in British Columbia’s larg- 
est city—Vancouver—and the other 50 per cent 
is scattered widely throughout the Province. 


Developing Tuberculosis Consciousness 


The City of Vancouver gradually developed a 
tuberculosis consciousness, leading to the amal- 
gamation of the existing units in the city, under 
the Vancouver City Health Department. The 
previous existing diagnostic clinic was moved and 
centered in the building at the Vancouver Gen- 
eral Hospital. The City Health Department took 
over the direction of both these units. It was 
not long before the remaining part of the Prov- 
Ince also developed a tuberculosis consciousness 
and there came about a general realization that 


tuberculosis was not a local problem, but was a 
general one, 


The educational programme started in the City 
of Vancouver laid bare the facts of the tubercu- 
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losis problem as it affected the whole of British 
Columbia. It was not long before the Govern- 
ment of the Province decided that here was a 
problem that had to be faced, so that the year 
1935 saw the dawn of a new era in the control of 
tuberculosis in British Columbia. 


The Tuberculosis Division of the Provincial 
Board of Health was created and took over all 
existing tuberculosis facilities in the Province, 
including sanatoria, diagnostic clinics, stationary 
and travelling, the work of general hospitals in 
relation to tuberculosis, and the direction of so- 
cial service and district nursing work. The plan 
depicted on the next page shows the present 
set up. 


One of the first problems that the Division had 
to face was the provision of adequate bed facili- 
ties for the treatment of tuberculosis. The first 
step in this regard was to take stock of what ex- 
isted. We found that we had a well-equipped and 
up-to-date sanatoria of 332 beds; a building hous- 
ing far advanced cases at the Vancouver General 
Hospital, and one floor of the Vancouver City 
Isolation Hospital used for tuberculosis. This 
was the extent of the existing facilities. A sur- 
vey was then made of the various general hos- 
pitals throughout the Province, and the question 
of use of homes, either the patients’ own homes 
or taking over homes which might accommodate 
anywhere from 5 to 30 cases. In our second larg- 
est City, Victoria, it was found at the two hos- 
pitals there, units which were being used for a 
few tuberculosis cases. Each of these units was 
a separate building from the main hospital. 


Providing Sufficient Beds 


The first thing to decide was, how many beds 
were needed to care for our problem. It ap- 
peared that this decision hinged upon several 
other factors, such as: 


1. Adequacy of our social service department, 
which could, through proper social service 
investigation on cases, produce the maximum 
turnover of our institutional beds. 


2. Adequate reporting of cases, plus a central 
admitting office for the whole Province, so 
that cases could be allocated to the various 
units, depending upon their proximity to 
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Correlation with welfare agencies 


Director of Tuberculosis Control 

Provincial Health Officer 

Deputy Provincial Secretary 

Director of Social Welfare 

Superintendents of Residential Institutions 

Physicians in charge of Stationary and Traveling Clinics 


COUNCIL: 


we get these beds. We were desirous of getting 
the maximum benefit for the minimum expendi- 
ture, and after a careful analysis it was decided 
that the cheapest and most efficient way for us 
to develop our bed accommodation was to asso- 
ciate the work of the Tuberculosis Division with 
the larger existing general hospitals in the 
Province. 


such and the social conditions surrounding 
each case, so that those cases really needing 
institutionalization would be admitted first, 
and by carefully checking, a minimal stay in 
institution could be produced. 


. Adequate diagnostic facilities, plus the es- 
tablishment of up-to-date case finding meth- 
ods. It was apparent that the earlier diag- 
nosis, the shorter institutional stay neces- 
sary. 


The first and major step was the erection of a 
new unit as the addition to our Vancouver Unit, 
attached to the Vancouver General Hospital. It 
was decided to make this unit our Provincial 
Headquarters in which would be housed our cen- 
tral offices, headquarters for district nursing and 
social service for the Province, headquarters for 
the Lower Mainland and Coast Travelling Clinic, 
an up-to-date diagnostic and treatment clinic to 
accommodate the lower mainland of the Province, 
plus additional beds for the care of the active type 
of treatment case. 


. Establishment of convalescent homes or a 
convalescent institution. Our survey showed 
that there were many far advanced cases who 
would be housed in our institutions for many 
years to come unless other types of accom- 
modation could be provided. 


It was felt, after due consideration, that if we 
produced 1.5 beds per death, and saw that the 
other parts of our organization already outlined 
were developed and coordinated with the rest of 


our scheme, that we would have sufficient beds Tuberculosis Division and General Hospital 


to meet our problems. 


The next question was, where and how would 
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Benefit by Cooperative Scheme 


The new addition was built to the old building 
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situated at the General Hospital, and through a 
cooperative scheme worked out with the Board of 
Directors of that hospital, it was possible for the 
Tuberculosis Division to share in the development 
of that hospital and for the hospital to share the 
progress of the Tuberculosis Division. It is easily 
apparent that from a constructive standpoint it 
was not necessary to duplicate many facilities al- 
ready in existence. For example, all that was 
necessary from the standpoint of heat and power, 
was to hook up with the existing power plant. 
The General Hospital kitchens were sufficient to 
accommodate this new unit. No laundry had to 
be built; information desk, accounting depart- 
ment, purchasing and stores, telephone exchange, 
housekeeping, nursing supervision were all pro- 
vided. Thus, the available money could be thrown 
completely into direct facilities for the care of 
tuberculosis. This unit has now been in opera- 
tion for some months, and nothing but advan- 
.tages, both to the Tuberculosis Division and the 
General Hospital, have been found in this cooper- 
ative development. 


Advantages from Standpoint of Maintenance 


From a standpoint of maintenance there is a 
mutual reduction in cost. The larger turnover 
reduces food costs, laundry, purchasing and 
stores, housekeeping, telephone exchange, and all 
the other incidental costs in running an institu- 
tion of this type. One might expect a conflict in 
administration, but such has never been the case. 
The Tuberculosis Division does its own admitting 
and discharging, has its own medical staff under 
its direct control, and this staff is part of a Pro- 
vincial staff. All in all it is administered as one 
unit of a Provincial scheme, purchasing services 
from a general hospital. The General Hospital 


renders a monthly account to the Tuberculosis 
Division for the total cost of this unit, and this 
is paid monthly by the Provincial Government. 


Advantages from Standpoint of Medical Standards 


Are there any other advantages? Yes, there 
are many. The Tuberculosis Division can pro- 
duce a higher medical standard in this associa- 
tion. The service of every specialty in medicine 
is readily available, all such specialists being ap- 
pointed directly to the Provincial staff and being 
paid for their services. The General Hospital 
maintains a high standard in their pathological 
department. This service is available to the Tu- 
berculosis Division, and a cooperative arrange- 
ment in this field of work has allowed the Tuber- 
culosis Division to set up a pathological museum 
for all types of chest disease. 


The family physician has always been recog- 
nized by us as being an integral part of our tuber- 
culosis scheme, and as all physicians daily come 
to the general hospital it is possible for the Divi- 
sion to have a much more intimate contact with 
them. They daily come in to discuss their prob- 
lems to see the diagnostic work of the chest clinic 
and to attend our regular conferences. Chest 
surgery has been a development of this unit and 
it has been possible, we believe, to develop a 
better chest service from a surgical standpoint by 
our mutual association than if we were inde- 
pendent. This has been both an advantage to 
the Tuberculosis Division and to the General 
Hospital. A chest surgical team can be devel- 
oped and this team can be on the staff of both 
units, thus the chest surgeons are doing, not only 
surgery in relation to tuberculosis, but handling 
surgery in relation to other diseases of the chest. 
On occasion, cases are admitted to a tuberculosis 





New addition to the Tubercu- 


losis Division, Provincial 

Board of Health, British Co- 

lumbia, Central Offices and 
Vancouver Unit 





April, 1937 






































Lat eee Fa 


+ 

. We 
ZG rr 

* Ws 


LLis HOUSE; 
URSes Hom 


& 
N 

















CIOS NSN 
S IW 


fn 
SY TOS 

SS 

‘\ AS 


QIAN 
Ss A\ 


VEEL. 
Yep WY 


KK 


on RSSQAHHHH gg 
ER RAR 





IW 
LER 














ty 


WS 


























Ground plan of the Vancouver General Hospital showing the position of the new tuberculosis unit of the Provincial Board of 
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unit and have proved non-tuberculous, or a tuber- 
culosis case may develop other complications 
which become the most important feature of the 
ease for the time being. These cases can be 
readily transferred to the General Hospital where 
necessary, and on the other side, cases admitted 
to the General Hospital, who are discovered to 
have tuberculosis can be immediately moved from 
the general wards to a tuberculosis unit for treat- 
“ent. 

Daily the admitting list of the Vancouver Gen- 
eral Hospital is sent to the central office of the 
Tuberculosis Division. There it is checked against 
the known cases of tuberculosis. Rarely a week 
goes by but some known case of tuberculosis is 
found admitted to the General Hospital for some 
other condition. The hospital is immediately 
notified and the case transferred to a tuberculosis 
unit for treatment. It is well known that the 
danger of tuberculosis among nurses in General 
Hospitals is the unknown case of tuberculosis. 
This method of checking the admitting list has 
kept the cases of tuberculosis in the General Hos- 
pital at an extremely low point. 


Advantages in Training of Nurses and Interns 


Other advantages accrue to the General Hos- 
pital, for example, in the training of nurses. The 
Vancouver General Hospital runs a large training 
school and it is possible for these nurses to rotate 
through a modern tuberculosis division where 
they are given an opportunity to see the whole 
scheme of a tuberculosis organization, including 
the treatment of inpatients, out-patients, social 
service and district nursing aspects of the work. 
Also, from the standpoint of interns there is a 
mutual advantage. The Tuberculosis Division 
can have an excellent intern service and the Gen- 
eral Hospital can assure their interns of adequate 
tuberculosis experience. Also, from the stand- 
point of the out-patients’ department, there can 
be a complete elimination of duplication of effort. 
The chest clinic in the Tuberculosis Division does 
all the chest examinations for the city and sur- 
rounding area, making it unnecessary for the 
General Hospital to run an out-patients’ chest 
clinic, and making it easy for the Tuberculosis Di- 
vision to refer their non-chest cases to the Gen- 
eral Hospital out-patients’ clinic. 


Vancouver Occupational Industries 


Recently another cooperative development has 
taken place. There has been started a large occu- 
pational scheme which is now called the Van- 
Couver Occupational Industries, incorporated as 
a Separate society and handling the work of the 
Tuberculosis Division and the General Hospital. 
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This organization is attempting to look after the 
four phases of occupational therapy, namely, di- 
versional, educational, remedial, and vocational. 
All chronically handicapped cases, be they tuber- 
culosis or other diseases, are referred to this de- 
partment for development. The Provincial Social 
Service Division, or the social service department 
of the General Hospital are available for these 
cases. This scheme has brought together many 
voluntary organizations, the Provincial Govern- 
ment, the City, the General Hospital, working in 
complete harmony to attempt to produce some 
final result with the individual who is handi- 
capped by chronic disease. 


There is a growing tendency on the part of the 
public to look at this whole development as that 
of the development of a health center, bringing 
about a concentration of voluntary effort. The 
whole scheme, we have felt, has produced cooper- 
ation rather than competition. 


Other Centers 


The success of the work in Vancouver led the 
Tuberculosis Division to carry out this work in 
other parts of the Province. In Victoria, two 
such schemes have been developed with the same 
success. A unit has been established at each of 
the City hospitals there’ and the mutual advan- 
tages that have been enumerated have also been 
seen there. The establishment of units in this 
way, of course, could not have been so successful 
if there had not been a Central Administration 
for the whole Province for tuberculosis. The ad- 
mission of the proper types of cases to each unit 
is an important feature. As has been mentioned, 
the social service side of each case is looked upon 
as being almost as important as the medical side, 
and where a social problem exists the patient is 
kept, where possible, locally, so that the social 
problem can be handled coincidentally with the 
medical one. 


Standardization of Records 


A complete standardization of records has been 
developed, the records moving from place to place 
with the patient, whether the patient be in an 
institution or in the home, either the record being 
with the institution or a stationary or a travelling 
clinic. These records are regularly sent in to the 
central office, and because of their standardized 
nature are readily applicable to a punch-card sys- 
tem, so that every record today, be it from a sta- 
tionary or travelling clinic, or one of our Pro- 
vincial Units, is now placed upon a punch-card 
system so that they are readily available for 
analysis. All these records belong to the Tuber- 
culosis Division, not to the hospitals to which 
they are associated. Monthly a complete statis- 
tical report is given out and this is sent to the 
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general hospitals concerned and to all members 
of the Tuberculosis Division, so that everyone at 
all times is conversant with the development of 
the whole work and with the problems as they 
come up from month to month. 


The close association of the Tuberculosis Divi- 
sion to the Vancouver General Hospital is well 
depicted in the accompanying ground plan. The 
location of the building of the Tuberculosis Divi- 
sion is seen connected with the units of the Van- 
couver General Hospital. 


The ground floor or sub-basement, which is all 
above ground, is connected to the General Hos- 
pital by a tunnel. Here are situated rooms for 
supplies for district nurses, dental out-patients’ 
clinic, quartz lamp rooms, etc. The main floor 
of the building is the one of particular interest; 
here is located the central office, and offices for 
records which are received from all parts of the 
Province. These records are daily sorted, checked, 
and forwarded to the Provincial Vital Statistics 
Branch who take care of the punching and the 
monthly statistical analysis. From the clinic rec- 
ords office daily reports are sent out to the prac- 
ticing physicians of cases examined at the clinic. 
Approximately 1,000 such cases are seen monthly, 
and 80 per cent of these are referred by the prac- 
ticing physicians for an opinion upon the chest. 
The association of the provincial supervisor for 
district nursing and provincial supervisor of so- 
cial serviee, with a combined record office, is pro- 


ducing a type of team work that has everything 
to be desired. On the main floor there is an office 
which is the headquarters of one of the travelling 
clinics. One whole end of the building on this 
floor is devoted to the out-patients’ clinic. The 
layout facilitates the movement of patients 
through the clinic, be they for chest examination, 
pneumothorax, oleothorax treatment, or nose and 
throat examination, etc. Complete x-ray equip. 
ment is available for any type of x-ray work. 
The laboratory is adjacent to both the in-pa. 
tients and out-patients and handles the work of 
both of these. All in all it is felt that the devel- 
opment upon the lines indicated has been most 
satisfactory. 


Result May Be Health Centers Throughout 
the Province 


A wider vision of the tuberculosis problem has 
been developed by all concerned. The placing of 
a case of tuberculosis in an institution for treat- 
ment is just one small part of the whole problem, 
and all members of the Division have come to 
visualize tuberculosis as a public health prob- 
lem—a disease which is preventable, a disease 
which has many other aspects other than straight 
medical treatment. The general hospitals have 
seen our problem and we have seen theirs, and 
we trust that this may be one forward step to 
the creating of what might be termed health 
centers throughout our whole Province. 








Can Air Conditioning Destroy Pathogenic 
Bacteria in Hospitals? 


More and more the science of medicine and the 
profession of engineering are joining forces to 
combat one major avenue by which disease still 


spreads. Studies have revealed that hay fever 
and its kindred ailments yield to treatment in con- 
trolled air-conditioned rooms. 


Now a new committee of the Society has been 
organized to investigate the purification of air in 
hospitals to prevent infection. A hospital, it is 
pointed out, goes to great lengths to sterilize its 
operating rooms, wards, instruments, and the 
wearing apparel of the staff. Air conditioning 
for increased comfort to patients and staff is now 
used in many places. But very few hospitals at- 
tempt to kill organisms in the air of the operating 
rooms or infectious wards for respiratory dis- 
eases. Yet science knows that radiation of spe- 
cific wave lengths can kill bacteria floating about 
in air. 


But the matter of turning this academic know]l- 
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edge into engineering practice on an economical 
basis is a real and serious problem. While the 
heating and ventilating engineers make no claim 
to medical knowledge they do feel that their en- 
gineering experience will bring a more speedy 
solution to the problem. 
—Science News Letter. 
ial 


Dr. William A. White 

Dr. William A. White, who for more than thirty 
years has been superintendent of St. Elizabeth’s 
Hospital, Washington, D. C., one of the largest 
hospitals in the world for the care of mental pa- 
tients, died on March 7. 

St. Elizabeth’s is a government hospital under 
the jurisdiction of the Department of Interior. 

Dr. White was internationally known as a Ppsj- 
chiatrist; he was recognized as an authority not 
only in his specialty, but in the administration of 
institutions for the care of the insane. At the time 
of his death he was sixty-seven years old. Dr. 
White entered the government service at the invi- 
tation of President Theodore Roosevelt in 1903. 
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Recent Developments in Intern Training 


CARL M. PETERSON, M.D. 


American Medical Association, Chicago, Illinois 


in the internship. Many can recollect the 

day when recent medical graduates encoun- 
tered considerable difficulty in obtaining an ap- 
pointment in an institution and if obtained there 
was no commitment on the part of authorities to 
provide anything more than a chance to observe 
and assist in the management of the sick, on the 
basis of personal initiative only. Such a system 
of operation, of course, was not without merit 
and even today it,is conceded that the house offi- 
cer who puts the most into his service gets the 
most out of it. 


Cin te int there is a great deal of interest 


The Relation of the Proper Training of Interns 
to the Better Treatment of Patients 


In this discussion, it is important that we do 
not lose sight of a certain point of view, namely, 
that interns serve a combined utilitarian and edu- 
cational function, but it can be pointed out with 


| confidence that these objectives are not at all at 


cross purposes. If we succeed in training interns 
well, we ought to arrive at a still more commend- 
able position on the treatment of patients. More- 
over, there are traditions in hospitals which have 
succeeded in reconciling these factors in other 
directions—pupil nurses have been so trained for 
many years and substantial advances are cur- 
rently being made for dietitians, therapists, tech- 
nologists, record librarians, medical social service 
workers, and even theological students. 


Nevertheless, educators at present are unpre- 
pared to endorse the intern year without quali- 
fication, unless it represent a continuance of con- 
trolled training. All too often the transition from 
the carefully supervised activities of medical 
schools to the relative freedom of the hospital 
wards has meant retardation of the pace in the 
learning process and has resulted in loss of enthu- 


 Siasm and keen interest in the analytical approach 


to medical problems which the medical schools 
have taken such pains to inculcate. All of us 
have observed or experienced the deadening effect 
to an intern who early in his hospital career is 
confronted with the fact that no more attention 
1s paid to a good history than to a poor one, or 
when he is not called when rounds are made, or if 
he has reached improper conclusions in his initial 
case study it becomes an occasion for ridicule or 
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a Presented at the meeting of the New England Hospital Asso- 
lation, Boston, February 26, 1937. 
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censure rather than the basis for a sound teach- 
ing exercise in differential diagnosis. 


It is not enough to say that there are good in- 
terns, many mediocre ones, and a few downright 
incompetents who never should have graduated. 
If the hospital year is to contribute effectively to 
medical education and demonstrate continued 
progress in that direction, greater pains must be 
taken to supervise and elevate the careers of the 
weaker brethren. The good interns can be trusted 
to take care of themselves. 


Making the Intern Group Harmonious and 
Satisfied 


Now it is along these very lines that intern- 
ships have shown some advancement in the last 
ten years. We who visit the approved institu- 
tions learn to gauge with reasonable accuracy the 
character of the internship program by the activ- 
ity and energy of the staff intern committee. If 
this body assumes the responsibility for the en- 
tire teaching program, not merely the investiga- 
tion and appointment of interns for two weeks 
around Christmas time, we always find a satisfied 
and harmonious intern corps. In some instances 
they have even almost stopped grumbling about 
the food. 


It has become increasingly apparent that the 
staff intern committee ought to undertake its su- 
pervisory functions as a year around enterprise. 
Assuredly, the most important time to assert this 
relationship is on the very day that the interns 
enter the hospital. A great deal can be done 
(and this should be of practical interest to hos- 
pitals) right at the outset to smooth the path of 
the neophytes by supplying an introduction to the 
hospital and its several functions and important 
personnel. A goodly number of hospitals have 
already found that such a practice yields excel- 
lent results in bridging the distressing period 
that confronts all services when new house offi- 
cers arrive. Later periodical meetings need to 
be conducted with the house staff to instruct them 
in hospital regulations, standing orders, and to 
adjust other difficulties when they arise, not after 
full-blown trouble has developed. These steps 
presuppose that there are rules and regulations 
for the guidance of the interns, something which 
no well organized service should be without and 
which should be revised and codified at regular 
intervals by the intern committee and the admin- 
istration. 





The Character of Intern Service 


Another step which is beginning to reassert it- 
self is the regular receipt of reports from each 
department head on the character of service 
which each intern has supplied. The house officer 
presents a list of procedures and experiences he 
had participated in, subject to verification by the 
chief of the department who adds his appraisal 
of the quality of work performed. Occasionally 
these grades are published but such a step is not 
recommended as an indispensable ingredient in 
the psychologic content of the grading system. 
Quite apart from its value as a stimulus to the 
house officer is its value as a prod to the head of 
the department. If he really grades his man and 
avoids a perfunctory or over-generous estimate, 
which it must be admitted is the real drawback, 
he can hardly fail to develop a genuine interest 
in his own teaching organization.. Further, it 
gives the intern committee insight into certain 
situations—if reports are consistently bad from a 
single service, the fault is generally in the teach- 


ing and not with the pupil. There are additional 


advantages, principally the usefulness of such re- 
ports to licensing and certifying agencies and for 
the purpose of making promotions to higher 
house staff positions on the basis of merit en- 
tirely. It will be readily recognized that this does 
not represent any new principle. It is simply the 
extension of a successful pedagogical precept 
from the school into the hospital where there is 
now beginning to be some belated acceptance. 


Another practical consideration that I have 
often wondered about is why hospitals that exert 
the greatest caution in supplying regular physi- 
cal examinations and standard protective tests 
and inoculations frequently do so for all hospital 
personnel except interns. It is quite true that 
such examinations are made in the medical 
schools but very few hospitals take pains to in- 
quire about these matters. The record of interns 
breaking down from tuberculosis, to mention only 
the commonest offender, for lack of early detec- 
tion when all facilities are available is so care- 
less as to be almost criminal.’ If everyone con- 
nected with a hospital were to be examined peri- 
. odically, we could represent such institutions as 
advancing health measures in completely logical 
fashion. 


I suppose most of you have been struck by the 
remarkably scarce and unproductive literature 
referring to the internship year. Most of the 
printed material represents an attempt to define 
ideal situations. Certain basic formulae have 
been developed and have served marvelously well 
in improving the unreliable methods of an earlier 
day. We believe that now the time is ripe for a 
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general rewriting of the objectives of an intern 
period. The discussions in the final report of 
the Commission on Medical Education published 
in 19382 are recommended for your earnest con- 
sideration. 


Those in control of internship programs 
must make up their minds that adjustments 
need recurringly to be made in keeping with 
the previous training and future programs 
of the house officers. Most of us have believed 
that the rotational scheme’ was the best service, 
all things considered, and it is still overwhelm- 
ingly the most popular with recent graduates. It 
was felt that a straight service for a student im- 
mediately out of medical school did not adequately 
prepare him for any future program, not even in 
the selected service if it happened to deal with 
surgery or its subdivisions. We realize now that 
there is no such thing as a strictly straight serv- 
ice. On the other hand, we find certain hospitals, 
acceding to the wishes of interns, dividing the 
year into three-week periods so that all depart- 
ments may be represented in the rotating scheme. 
Surely no plan could be less desirable from any 
point of view. We are going to hear much more 
about the instruction afforded interns and resi- 
dents in the specialties because it has been so 
badly done in the past and which has led to the 
development of the specialty certifying agencies. 


The Purpose of Internship 


However, we cannot foresee any change in the 
fundamental considerations involved for most 
hospitals, which in the language of the Essentials 
in a Hospital Approved for Training Interns is 
as follows: 


Purpose of Internship—lIt is emphasized that 
the object of the general internship is to round 
out the medical graduate’s training so as to en- 
able him to enter into the general practice of 
medicine and not to equip him to enter directly 
on any specialty. For the latter he should ob- 
tain further and different instruction. 


If this statement of purpose is kept in mind, at 
least two of the most outspoken criticisms of the 
internship as now conducted will have been an- 
swered. These are that the hospital year concen- 
trates interest on the end results of disease 
rather than early recognition and treatment and 
that interns, since they are not in position to 
translate present opportunities in terms of fu- 
ture usefulness, are inclined to slight the com- 
monplace in pursuit of the unessential, the un- 
usual or the spectacular. We know that these 
indictments are largely true and that the means 
of correction are at hand and are beginning to 
be used. In the first place, proper use of out- 
patient material permits contact with ambulatory 
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medicine and its special problems. Affiliations 
are usually available in most communities for the 
treatment of mental and communicable diseases 
and for attendance at antepartum, pediatric, 
metabolic, venereal and other clinics. Occasion- 
ally use is made of patients in doctors’ offices. 


Recently commentators have noted the igno- 
rance of medical graduates in very simple pro- 
cedures taught regularly to nurses and have ex- 
perienced the gratitude of the house staff for 
demonstrations of these kinds. Likewise, there 
are abundant opportunities for revealing experi- 
ences which escape straight clinical medicine, 
such as medical organization, ethics, jurispru- 
dence, economics, insurance, and compensation 
laws. Such presentations are made available in 
a number of progressive hospitals through semi- 
nars largely developed and conducted by the in- 
terns themselves. 


The Ten Demands 


Some hospitals, when questioned about the pro- 
vision of a planned service for interns, exhibit 
little interest since they profess not to be teach- 
ing institutions although in general accordance 
with the program to provide a practical introduc- 


tion to practitioners. They believe in this ad- 
mirable objective but do they succeed? May I 
read a list of the ten principal demands made on 
practitioners from the final report of the Com- 
mission on Medical Education? This is the list: 
Infections of the upper respiratory tract 
General medical diseases 

Minor surgery 

Gastro-intestinal disorders 

Obstetrics 

Venereal diseases 

Throat infections 

Pneumonia 

Contagious diseases 

Ear, nose and sinus infections 
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How many hospitals supply an adequate intro- 
duction in accordance with these demands, using 
their own resources adequately or by establish- 
ing suitable affiliations? If they cannot, it does 
not require much foresight to predict that a sub- 
stantial number will automatically eliminate 
themselves from consideration as acceptable 
training centers for physicians—not merely by 
regulatory fiat but by reason of unwillingness of 
candidates to accept any appointment which falls 
short of fulfilling their demonstrated needs. 








Relative Advantages and Cost of the Different Methods 
of Oxygen Therapy 


Oxygen Room, Oxygen Tent, Catheter Method 


As to the cost of equipment, one hospital re- 
ports that it installed a central system piped to 
serve 182 beds by the catheter method at a cost 
equal to that of one oxygen room or of six tents. 


In operation, the oxygen room consumes most 
oxygen as it must be supplied for both patient and 
attendants, and the cooling, dehumidification and 
removal of exhaled gases must likewise be ade- 
quate for all occupants of the room. 


A good tent carefully placed and guarded 
against leaks should not use much more oxygen 
than the catheter method, but there is the added 
expense of cooling, dehumidification and removal 
of exhaled gases. 


; In the catheter method, no cooling dehumidifica- 
tion or removal of gases is required as dilution in 
the room air is adequate for all needs. 


In both the tent and the oxygen room method, 
the constant supervision of a specially qualified 
attendant is required while with the catheter 
method the nursing time required is about equiva- 
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lent to that required for the administration of a 
continuous intravenous solution. 


The patient is usually more comfortable in the 
oxygen room as he has complete freedom of move- 
ment and ready accessibility for all nursing pro- 
cedures. In the tent method some patients react 
badly to the sense of being “shut in” and feeding, 
drinking, temperature taking, or any other proce- 
dure both interrupts the oxygen supply and re- 
quires a certain amount of rearrangement of the 
patient and his tent. 


In the use of the catheter method, a certain 
proportion of patients are distressed by the intro- 
duction and removal of the catheter, and by its 
continuous presence in the nostril and nasophar- 
ynx. The nasal catheter does not interfere much 
more with nursing procedures than for instance 
the presence of an intravenous needle in the arm. 


While the oxygen room or tent methods are de- 
sirable under some conditions, it is probable that 
the much lower expense involved in the use of the 
catheter method will permit its use with a much 
larger number and wider range of patients. 





Ally or Alibi? 


PHYLLIS A. GOODALL, R.N. 
Chicago, Illinois 


terest for me. I have looked into it so far 

as I may and find nothing harmful nor very 
helpful therein. I am convinced of the sincerity 
and ability of the Curriculum Committee and be- 
lieve that the curriculum per se, with some addi- 
tions and modification, is a well defined course of 
study for student nurses. I find that the term 
‘new” curriculum is a misnomer—that additions 
and revisions that have been made in the 1927 
curriculum are not radical and have been made 
in the interest of the patient as well as the student 
with small increase in cost to the school. No, the 
new curriculum presents no issue—what does 
trouble me is that so great an organization as that 
of nursing—after one hundred years of training 
school experience—with upwards of seventy years 
in America, still believes that nursing can assume 
true professional form and status without control 
and order in its system of schooling and training. 


Te so-called new curriculum holds small in- 


Surely nursing leaders do not pretend to believe 
that we have control or order when we know that 
in 1880 there were fifteen training schools in 
America and in 1929 this figure had jumped to 
2,205 schools—pouring out graduates far in ex- 
cess of the nursing needs of the nation—showing 
a yearly increase far greater than the increase in 
population. Add to this the fact that many 
counties in the various states are overcrowded 
with nurses while other localities have no nurses 
and you have a picture suggestive of anything 
but control and order. Having paid huge sums 
of money to determine these and other flaws in 
our nursing structure it is alarming that we are 
not sufficiently roused to realize that the instru- 
ment of learning—the curriculum—has outgrown 
its vehicle—the hospital training school, and no 
amount of manipulation will avail save to increase 
its ineffectiveness. Revising the curriculum, rais- 
ing the standards, are entirely inadequate to cope 
with the situation. 


Today’s Objectives of Nursing Education 


Had I lived in the day of the Fliedner training 
school in Kaiserwerth or been able to follow the 
lovely lady with the lamp in her gruesome rounds 
I should have been consumed with admiration and 
love for the good work the small and noble band 
of nurses was doing—the great strides they made 
in better preparation of the women and healthier 
hospital atmosphere. But since my lot is cast in 
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1937 and the picture I behold calls for measures 
to stop the unregulated outpouring of well, bad 
and indifferently trained women; to provide the 
same intelligent, high grade of nursing service 
for the isolated communities as well as the con. 
gested centers, at a cost people can meet; to free 
the training school from hospital control, and to 
inculcate graciousness, poise, and personality into 
student nurses, I am dismayed and my zeal is 
chilled by the repeated answer—‘Raise the stand- 
ards; revise the curriculum.” 


This answer ill-befitted the problem in 1927; in 
the light of facts gleaned by the Committee on 
Grading of Nursing Schools in their two year 
study of nursing economics the present revision 
of the curriculum presents no panacea. What 
good does raising the standards—revising the cur- 
riculum do when the trouble does not lie either 
in standards or the curriculum but rather in the 
manner or mode of application of the curriculum 
and the distribution and control of nurses. 


Our System of Training Nurses Is Obsolete 


There is every evidence to prove our present 
system of training nurses obsolete. In the first 
place, such rudimentary training was devised in 
a day so far removed from present times as to 
assure its impracticability in this advanced scien- 
tific age. For a time it was possible to add to the 
curricula—revise the systems in training schools 
and still contribute to the furtherance of the nurs- 
ing profession and hospital value but that day has 
passed and we have failed to recognize or acknowl- 
edge it. 


Let us for a moment consider the conditions 
that gave birth to the training school. Largely 
it came into being in a day when all womankind 
was shackled—when scientific education for the 
mere female of the specie was a well-nigh intoler- 
able thought. Hospitals of that day’ were gel- 
erally staffed with a very low type of gin-tippling 
women. Bare attendants they were and the hos- 
pitals they served reflected their character in t00 
many instances, mostly vermin-ridden pest 
houses, places of last resort. It was then that one 
frail English lady had more courage and made 
more progress in the advancement of nursing 
than we who have come after have made colle¢- 
tively. She did what was necessary in her day 
and time. More than that, she reached out coul- 
ageously in advance of her time and beckoned 
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to progress to follow—so radical were her views 
and enterprises in an era that looked with dis- 
taste and disfavor on forward, self-assertive 
women. 


What of today? Do any of these conditions 
prevail? No. We in America have left them 
behind forever. Women are no longer shackled. 
We are free but as yet we have not em- 
ployed that freedom in the welfare of mankind 
to the high extent that olden women turned their 
shackles. Our courage flares for selfish ends but 
little beyond. This nursing situation that should 
be peculiarly our own contribution to progress 
and high endeavor is calling for courage and 
action akin to that which started nursing on its 
career. We haven’t had the foresight or purpose 
to advance with the times much less forge ahead 
of the times as Miss Nightingale did. Had we 
the intent and vision that motivated this leader 
in a time of popular and public disfavor and far 
greater ignorance among the masses than we face 
today we would recognize our opportunities and 
drive our purpose home. Women’s views are not 
only tolerated but sought and lauded. Social 
agencies are demanding a high type of service in 
the cause of humanity. Everything about us is 
pointing the way if only we would exert the will. 
It is no longer practical to foster hospital training 
schools. The nursing organization must shape its 
destiny to the welfare and service of the nation. 


Building the Nursing Profession 


We cannot allow our usefulness and effectiveness 
to be marred by the financial and educational lim- 
itations of the thousands of training schools that 
prey upon the nursing profession and stand a 
veritable barrier to our progress and the intel- 
ligent nursing of America. Neither dare we 
forget that hospitals gave us birth and for a long 
while nurtured us. The time will never dawn 
When we can dispense with the hospital in our 
training regime. It is our duty and opportunity 
to elevate hospital nursing service to a new level 
at a lesser cost than ever before experienced in 
hospital nursing budgets. The long, long thoughts 
Ihave regarding this nursing question never lose 
sight of hospital welfare. Do not for one moment 
think that I propose making the hospitals the 
burden bearers. Hospitals with their uncertain 
mcome and terrific expenditures for equipment 
and upkeep need a respite from burdens. 


Again, when we face this issue of building the 
profession we cannot allow our vision to be short- 
ened or our progress stayed by foolish and un- 
founded fears that growth in our program will 
lead nurses to a usurpation of the medical field. 
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I can see some danger in this if we continue to 
gather in these fledglings from high school and 
cram them full of scientifie smatterings and pro- 
fessionalism in a cold unloving round of deport- 
ment and technique so that they feel that if they 
were able to survive that and come out with a cer- 
tificate they can rush on and get most anything 
they want—doctors’ practices included! The 
women prepared for the fine art of nursing in the 
pre-nursing schools of my dream would under- 
stand their place in the field of service. With un- 
erring instinct they would recognize infringe- 
ment of doctors’ rights as quackery of a peculiarly 
pernicious form removing them from the dignity 
and inviolability of their chosen profession. They 
would know, too, that if they wished to practice 
medicine they might enter medical school and se- 
cure the right—there is nothing to stop them in 
this day. 


We have been hoping to build a profession by 
accepting whatever graduates were handed to us 
from a multiplicity of sources, having had no uni- 
formity of background or training. In reality, 
just as soon as the hospital training school had 
served its purpose it should have been scrapped. 
Regulated nurse training centers should be sys- 
tematically building the profession. It is as falla- 
cious and ridiculous to say that this cannot be 
done as the ridicule and disdain poured upon early 
nursing efforts proved fallacious. 


If further proof is needed to demonstrate our 
failure in building the profession I might ask why 
it is that out of the thousands of yearly graduates 
only a very small per cent are eligible to fill the 
exacting positions requiring leadership. These 
positions in comparison to all other nursing serv- 
ice are relatively few, yet they are hard to fill, so 
nondescript and inexpert, so immature and un- 
aware are the majority of women thrown into the 
profession yearly. At the top there is room—at 
the bottom there is despair—in the middle there is 
confusion and a great deal of poor work. Is this 
a picture of service with selection and control? 
The fact is, a profession such as nursing should 
consistently produce such splendid women that 
leaders and workers be interchangeable to a very 
great degree. 


Nursing stands in line with medicine as the 
country’s chief line of physical defense—the whole 
nation would be aroused if Annapolis or West 
Point turned out such a heterogeneous mob for 
the defense of the land. It is our business to 
arouse the nation concerning our plight. The pub- 
lic must become “nurse conscious’”—we serve the 
public and we want to do the best possible job— 
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we want the people to be healthier and happier 
because of our efforts. They must learn that we 
cannot attain a worthwhile goal without public 
support in a very real measure. 


Overcoming the So-called “Hospital Atmosphere” 


Hospitals today are paying entirely too much 
for nursing service. It is often said that nurses 
are exploited and it is said with a great deal of 
truth. Our present system of training nurses ex- 
ploits both the nurse and the hospital. I would 
warn the field at large that loss to hospitals, 
mainly due to training school responsibility, has 
not been computed nor can it be computed. Run- 
ning a hospital is a full time job and should en- 
gross the full-time attention and efforts of the 
entire personnel. Running a training school is a 
full-time job and should engross the full-time at- 
tention and efforts of the entire personnel. Throw- 
ing the two together detracts at least fifty per 
cent from the progress and power of each. If we 
are sincere we cannot but acknowledge that loss 
to the nursing profession has been great. Who 
can say what that unknown fifty per cent may 
have meant to hospitals? 


Training schools are complementary to hos- 
pitals only insofar as they provide capable nurs- 
ing service; beyond this point they are detri- 
mental to hospital progress. Sufficient effort, 
concern, consideration, and activity on the part of 
hospitals’ personnel are expended on the Schools’ 
welfare, if they were as studiously applied to the 
atmosphere, personality, or service, of the insti- 
tutions, they would change the face of hospitals 
in America. 


We like to think that we have reached.a high 
plane of development in our institutions of heal- 
ing but what have we done to overcome hospital 
atmosphere? Practically nothing. Do we need 
to overcome hospital atmosphere? Yes, we do. 
We need to obliterate forever hospital atmosphere 
as it is interpreted by the average patient of to- 
day. It is a dreaded austerity—a cold, perfunc- 
tory professionalism, suggestive of anxiety, 
calamity, and death rather than security, warmth, 
life, love, humanity. Many of our institutions are 
well equipped to serve the well being of human 
bodies but what have we to minister to human 
minds? In this matter of the esthetic sense we are 
behind early hospital practices. Ancient India 
provided musicians to play—recite legends and 
divine the patient’s desires by looking into his 
face. This bespeaks a profound personal service. 
Following the example of the Santo Spirito in 
Rome medieval hospitals rose in architectural 
beauty—gardens, fountains, excellent pictures 
and sculptury, tapestries and windows of great 
beauty in stained glass contributed to the patient’s 
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recovery. I am not advocating that hospitals hire 
sleek-haired crooners or jazz players to camou- 
flage anxiety or pain. Rather I am inclined to be- 
lieve it is our ready radio access to such that 
causes certain maladies to be on the increase! 
I do say and believe that owr greatest ally in 
overcoming hospital atmosphere lies in a highly 
consecrated and concentrated form of nursing 
service. A form of nursing service that has never 
been given and can never be given while nursing 
education is the burden of our institutions of heal- 
ing. The patient alone has the sole right to engross 
the combined efforts of the entire hospital per- 
sonnel. 


When two primary rights such as the jo- 
tients’ welfare and the students’ education are 
competitive issues of an institution both must 
suffer and down through the years both have 
suffered. The training school detracts from 
the patients’ comfort and care continuously. No 
two students who enter the patient’s room have 
covered the same ground or comprehend their 
duty in the same degree. The patient instinc- 
tively senses inadequacy and is uncomfortably on 
guard against mistakes and immaturity. Classes 
break in upon important procedures or cause the 
student to unconsciously impart a sense of flurry 
and rush so disquieting to the well, let alone the 
ill. There is that overshadowing knowledge on 
the student’s part that she should be finished with 
her assignment by a certain hour and not know- 
ing how difficult Mrs. A. will be in the matter of 
her treatment she dare not, though she wish she 
might, take the time to be more humane and un- 
derstanding with Mrs. B. who needs mental min- 
istry in her fears that she will not live to rear her 
boys. 


The supervisors, harried by a multiplicity of 
orders from the training school office are so en- 
grossed with professionalism and students’ de- 
portment and with the baffling problem of how to 
have the floor well covered and still meet the de- 
mands for classes and hours off duty for students 
that they, in many instances, drop their humanity 
en route and forget that the first law of nursing 
is service and that we can’t have service in its 
highest sense apart from love. 


The director of nursing makes rounds. She sees 
each patient in the light of an exhibit as to how 
well her training school is functioning—how the 
latest technique dictates look put into practice. 
Consciously or unconsciously she is momentarily 
on the lookout for trouble—violation of rules— 
careless neglect or waste. She is only living up 
to her duty to the training school but what of the 
patients and the hospital—where do they come in? 
With this anxiety and tension at heart is it pos- 
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sible for her to radiate compassion—personal in- 
terest? Don’t misunderstand me. I am well 
aware that the profession has thousands of won- 
derful women, capable, loving, loyal, humane— 
rendering a great service to mankind. It is my 
purpose to present another side of the story— 
equally true—to the end that we may progress. 

Were the nursing order so organized and con- 
trolled as to uniformly imbue the women who 
enter the profession with the light and love of 
service the work implies hospitals would receive 
a warmer response from mankind. In the final 
analysis it is the nursing care that steeps the 
patient’s mind with deep regard for the institu- 
tion. Generally speaking nurses are not held in 
very high esteem. The necessity for a graduate 
nurse in the home is considered a major calam- 
ity. It is said that she creates more work and 
trouble for the well inmates of the house than any 
guest could do. The many consistent complaints 
tell us the truth. In adding to the curriculum we 
have perhaps quickened intelligence and given a 
wider understanding of causes, procedures, and 
effects, but what have we done for the spiritual 
development of these women whose lives are to 
consist of ministering? It is the heart and not 
the brain that to the highest will attain in the 
fine art of nursing. More and more as a profes- 
sion the love that once had power to set our will 
in motion is giving way to the superior, cynical 
attitude—so well expressed by our modern say- 
ing—“SO WHAT?” 


The Advantages of Centralized Training 


Sincerely I believe that all these results of our 
present regime may be corrected by centralized 
training. Schools controlled and administered by 
the nursing profession with appropriate coopera- 
tion with and observance of the medical field’s de- 
sires and rights. These centralized training cen- 
ters must be largely supported by the public. We 
are on an upward business cycle and it is a fitting 
time to convince the public of their duty. 


Let no one suppose that the general public has 
ever given to its maximum limit. Recently I read 
some very enlightening facts on normal giving of 
the past—a few of which I wish to present for 
your consideration:* “In 1929, at the peak of 
American income, 1,122,650 individuals made fed- 
eral income tax returns, showing an income ag- 


gregating $20,055,000,000. These individuals 
listed gifts to charity and philanthropy of $380,- 
000,000, or 1.9 per cent of their income. This 
total was far below the 15 per cent that may be 
deducted in computing taxes on individual in- 
comes. It is interesting to note that during the 
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same year these same individuals saved and in- 
vested $6,900,000,000 or 34 per cent of their in- 
come for that year. Those not reporting under 
federal income tax laws gave less, of course. For 
the entire population, the portion of income given 
to organized philanthropy is less than one-half of 
the 1.9 per cent cited above. This factual evi- 
dence of the infinitesimal portion of the nation’s 
wealth and income that is actually given to phil- 
anthropic purposes—a far cry indeed from the 
Scriptural tithe, most clearly indicates the need 
for better organized programs to secure funds.” 
The report goes on to say that adequate giving 
standards remain to be developed. This and 
countless other such reports show us that sub- 
stance is to be had if we can convince the general 
public of the need. 


Turning again to the matter of the new train- 
ing school—the present curriculum must be broad- 
ened to quicken the womanhood of the girls who 
seek to nurse. True womanhood implies mental 
development — personality, power, character, 
force, ability. Their need is for more than a cur- 
riculum of science—fifty per cent of which is lost 
in the present strain attendant upon its attain- 
ment. The National League of Nursing Educa- 
tion in its Bulletin “Problems of Curriculum Ad- 
ministration” frankly states that the proffered 
curriculum is constructed on the supposition that 
education be recognized as the primary func- 
tion of the nursing school. I agree entirely that 
education must be recognized as the primary func- 
tion of the nursing school but I am far too con- 
cerned for the welfare of the hospitals and the 
public they serve to harbor, for one instant, the 
delusion that any hospital has any function pri- 
mary to the care of its patients. The hospitals’ 
sole duty is to promote health and well-being and 
eternal shame rests on the nursing profession 
when it seeks to supplant the patients’ welfare. 
It simply is conclusive proof that our system of 
hospital training schools is demoralizing to hos- 
pital welfare and service. 


Hospital administrators are striving ceaselessly 
for better care, better facilities, greater degree of 
efficiency and standardization through better ad- 
ministration. This relatively small body of men 
and women whose duty it is to direct America’s 
fifth greatest industry has come a great way 
by their own efforts. They are not discour- 
aged by the ignorance of trustees and patients as 
to the complexity of hospital administration. 
They face the necessity for a firm grasp of knowl- 
edge in a dozen fields of learning—any one of 
which would be sufficient to see a person safely 
through this life. Moving in concerted effort to 
overcome the obstacles to their progress they will 
get what they are after. 
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Nursing Education and the Public Interest 


Being interrelated with hospital administration 
it behooves us to get in step that together we may 
prevail upon the public in awakening them to 
action. It is to little or no avail that month after 
month the various medical, hospital, and nursing 
publications carry long dissertative articles be- 
wailing the disinterest of the people generally in 
matters of vital concern to their welfare. Again 
and again we read something to this effect—“until 
the public assumes its duty”—or—‘“very little 
can be done in the matter unless the public is 
willing to discharge its obligation to support the 
issue.” These articles might just as well never 
be written. Why? Because they circulate among 
professional people who are already too well aware 
of the existing needs and failures in the health 
status requirements of the nation. To a very 
great extent we have done what we can to meet 
the situation. Could the printer’s ink flow as 
freely in the matter before the public’s eye the 
effort expended would be of some avail. 


Never in the history of America have people 
been so health conscious as today. There is not 
a subject touching upon disease, treatment, nutri- 
tion, hospitalization or nursing that does not 
evoke instant interest in any gathering of people. 
The time is ripe for the presentation of an unusual 
publication that will intelligently, entertainingly 
and provocatively guide the public mind to a com- 
prehension of their duty in preserving and main- 
taining America’s most important asset—the 
health of her people. I have in mind a pub- 
lication of scope embracing medicine, nurs- 
ing, hospitals, dietetics, dentistry, x-ray, physio- 
therapy and every phase of allied art that is sound, 
sane, and pertinent. Space should be given to 
Presidents of Boards that in plain language they 
may present their messages which would be in- 
calculably helpful—coming as they would from 
laymind to laymind. From cover to cover the 
magazine should radiate entertainment and inter- 
est. All articles should be true but reduced to 
simple, scintillating language. Men and women 


fagged from the day’s work cannot be expected to 
strive after boring statistics or highbrow science. 
The facts can be told in a manner easy to digest 
and crammed with action and drama. A chil- 
dren’s section should be included to make the jour- 
nal a unique addition to every American home. A 
big undertaking—but a worthy and productive 
one; running a complete circuit of usefulness— 
advancing the professions—defeating the quacks 
—educating the rising generation. This work 
would open a small field for specialized writing, 
Every profession boasts a few members with 
writing ability. Many of these can become really 
good if they are willing to add the 99 per cent 
perspiration to the 1 per cent inspiration and 
keep writing. 


Penning our needs back and forth from one 
professional group to another equally well versed 
in our limitations is to travel up a blind alley— 
utterly futile in advancing our cause. Are we 
waiting for our needs to be divined? Are we 
confusing the rightful dissemination of knowledge 
with advertising? Are we ashamed or afraid of 
our purpose, program and progress? Isn’t it time 
to take our ethics out into the sunlight and look 
the code over for moth holes and rot? I am in 
favor of the highest possible code of ethics. But 
ethics are not timeless. Are we certain the 
ethics we are pandering to are not outworn? De- 
signed for a day when it was necessary and expe- 
dient to fling a mantle of secrecy over efforts that 
we ourselves were groping to understand? Ethics 
should be a workable code, applicable to the day 
and time in which we move. Ethics constitute a 
light unto our path that we may walk straight 
therein but there is no law that prohibits the path 
from wending its way through modern times 
wherein the light should be effulgent—not a 
candle glow casting shadows—confusing our direc- 
tion, impeding our course. 


My friends, for a very long while our alibi has 
been lack of public support. I believe the public 
is cruelly unaware, unenlightened. Let us pierce 
their ignorance with well directed shafts of light. 
In so doing we shall change our ALIBI to ALLY. 








A Good Start 


Mrs. Jennie Keller of Winamac, Indiana, has 
made a gift to the Methodist Hospital, Indianapo- 
lis, of the sum of $10,000, to be used as loans to 
students in the School of Nursing. The earnings 
are to be used “‘to assist worthy young women to 
obtain a nursing education, preference to be given 
to students who wish to attend the DePauw Uni- 
versity and enroll in the five-year course which 
leads to the bachelor’s degree.” 
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RNellie Benton 


Nellie Denton, formerly head of the Maternity 
Department and Assistant Superintendent of the 
General Hospital, Saranac Lake, New York, died 
on March 6 in Syracuse. 


Miss Denton was a member of the American 
Hospital Association since 1921, and a life mem- 
ber since 1932. After a lifetime spent in hospital 
administrative work, she retired in 1932. 
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Standardization of Hospital Surgical Supplies 


MARY J. HUTCHINSON, Superintendent 


Huntington Hospital Association, Huntington, Long Island, New York 


standard. It is the modern way of making 

permanent each advance. “A criterion or 
standard serves as a gage, test, guide or model 
hence is of a very high or excellent kind or type.” 
Stuart Chase says, “A standard is something 
which is subject to repetition. Its requirements 
can be met again and again. In its own field it 
is against change and variability. . . . It also car- 
ries a special connotation meaning high or the 
best but this is not implicit in the word itself.’ 


G sandara. Tes the is the conforming to a 


Standardization today pervades all human ac- 
tivity. We are living in a machine age. It is the 
basis, the framework in all mass production. 
“The scope of standardization is clearly enlarging 
and its key position in industrial and scientific 
progress entitles it to the fullest possible coopera- 
tion of all concerned. . . . It conserves all gains 
achieved while serving as the vehicle for further 
advance.’”® 


The Hospital Standardization Movement of the 
American College of Surgeons was _ instituted 
about 1918. Its fundamental goal has always been 
THE RIGHT CARE OF THE SICK AND IN- 
JURED. The chief purpose originally of the 
movement was to protect the rapidly increasing 
number of hospitals which were functioning prop- 
erly, to weed out the unethical institutions and 
to aid others in meeting the standard which would 
insure safe and efficient care of the patients. En- 
forcement of its requirements has been entirely 
optional, however, all hospitals have been solici- 
tous about their grading with the American Col- 
lege of Surgeons. The principles of the movement 
have been accepted wholeheartedly solely on their 
merit. Policies designed for the welfare of the 
patient are likewise benefiting the hospital per- 
sonnel and medical staffs. The department of 
Hospital Research, part of the movement, is giv- 
ing attention to many general topics such as: 
Hospital Planning and Furnishing; Hospital 
Equipment; Hospital Records; Constitution, By- 
laws, Rules, and Regulations for Hospitals; Study 
of Ratio of Hospital Personnel to Patients; 
Sterilization of Surgical Supplies and Surgical 
Dressings and Materials. 


The Far Reaching Benefits of Standardization 


The American Hospital Association has organ- 


‘Funk and Wagnall’s N. S. Dictionary—1935. 
standardization of Consumers Goods—Jessie Coles, p. 77. 
Standards Yearbook 1928, U. S. Bureau of Standards, p. 4. 
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ized a committee on “Standardization and Simpli- 
fication.”” Some general furnishings, equipment, 
and supplies, have been standardized. The work 
of this organization seems to deal more specific- 
ally with the physical set-up within the hospital. 
Its accomplishments thus far have not been as 
dynamic as those of the Standardization Move- 
ment of the American College of Surgeons. It is 
apparent that the standardization movement is of 
far reaching benefit. 


The Hospital Bureau of Standards and Supplies 
is a cooperative group of hospitals joined together 
to meet the urgent need for more complete and 
continuous information as to supply, demand, and 
cost of hospital goods. It investigates materials 
and sources of supplies. Its standardization is 
based on maximum economy in quality, service, 
and price. It also functions as a central purchas- 
ing agent. This bureau is non-profit making. 
Membership fees in the Hospital Bureau are esti- 
mated on the basis of the annual expenses of the 
institution. Membership in the Bureau is de- 
sirable for the hospital. Group buying is gen- 
erally more economical. 


Standardization in the Individual Hospital 


On the basis of all the study and work that is 
being done on standardization, the individual hos- 
pital should operate on the same fundamental 
principle. Standardization in the individual hos- 
pital should be effected thoughtfully and -care- 
fully. That which is to be the model must be 
agreed upon by use, general consent, and be estab- 
lished by authority before it can serve as a 
standard. 


In order to proceed with standardization of 
hospital supplies in any given institution all 
requisitions for at least one year must be secured 
and items tabulated. These lists must contain 
types, sizes, quality, and quantities of articles 
used in each unit. Items used in large quantities 
will naturally be most necessary and desirable. 


A Committee on Standards is necessary to in- 
sure general consent and be a body with whom 
authority will rest. This Committee should con- 
sist of the director or superintendent of the hos- 
pital, the superintendent of nurses, representa- 
tives from the various medical services appointed 
by the medical staff, housekeeper, purchasing 
agent, and heads of the departments. It should 
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meet at regular intervals or as occasion demands. 
The function of the committee will be to eliminate 
unnecessary articles from the list of those used 
and authorize the use of new types that may seem 
desirable. Dead stock can also be referred to the 
Committee on Standards. 


Standardization of Surgical Supplies for Ward Use 


In approaching the standardization of surgical 
supplies for ward use in a particular hospital, let 
us consider, for example, the standardization of 
rubber goods. As suggested previously, a sum- 
mary of the requisitions for at least one year, is 
the first step in the procedure. This will give 
to the Committee on Standards concrete informa- 
tion upon which to base its consideration. 


The hospital under consideration is a small hos- 
pital with 200 beds in which a central tray service 
functions very satisfactorily. Many articles of 
rubber goods will be items of standardized equip- 
ment in the central supply room instead of being 
items of ward equipment. 


The articles in use in the ward to be standard- 
ized are air-cushions, catheters, gloves, hot water 
bottles, ice caps, pillow cases, rectal tubes, sheets 
including rubber draw sheets, full length rubber 
sheets, ether, and dressing, syringes, and tubing. 
In the adult surgical ward we are considering, 
air-cushions in use, are red smooth rubber of two 
sizes—medium large 16 inches in diameter and 
large 18 inches in diameter. Catheters are smooth 
red rubber, with solid cushioned tip, depressed 
eye, funnel end, 16 inches in length, sizes ranging 
from 14 to 26 French scale. Gloves for ward use 
are of different grade from those used in operat- 
ing and delivery rooms. They are pure gum 
color, heavy weight with banded wrists, sizes 
ranging from 614 to 9. Hot water bottles are red 
or maroon smooth surface, rubber compound, rich 
in live rubber with slightly roughened interior. 
Capacity should be 214 quarts. Metal stoppers are 
attached. Ice caps follow the same stipulations. 
The size is 8x11”. Collar and cap have heavy 
brass threads with stoppers that cannot be lost. 
Pillow cases are made of light weight tan sheet- 
ing, single coated, soft and pliable. The size is 
35’x20”. Rectal tubes are smooth red rubber, 
open tip, one eye, funnel end and are 20” long. The 
sizes range from 28 to 32 French scale. Rubber 
sheets are cut from maroon double coated rubber 
sheeting. Size for regular drawsheets is 36”x54”. 
Size 54x72” is used for full length rubber sheets. 
Rubber sheeting tan in color, lighter in weight, 
single coated, soft and pliable is used for dressing 
sheets. The size of these sheets is 18x24”. This 
same type sheeting cut in sizes 18”x36” is used 
for ether rubbers. Syringes are of firm red rub- 
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ber with soft and pliable tip. Sizes should be one 
and three ounce capacity. For ward use tubing 
is red smooth rubber in 8 sizes as listed below: 


Inside diameter Wall thickness Outside diameter 
5/16 inch 1/16 inch ¥ inch 
14 inch 1/16 inch 7/16 inch 
3/16 inch 1/16 inch 5/16 inch 


As regards the quality of rubber goods pur- 
chased, a number of very good houses place many 
articles of similar quality on the market. 


The item of rubber tubing for intravenous use 
requires the greatest amount of consideration. 
Tubing with minimum sulphur content must be 
used. This item will be standardized in rela- 
tion to the central supply room. 


At the present time only the item of rubber 
gloves is covered by agreement by the Hospital 
Bureau of Standards and Supplies. The other 
items will be secured by the Bureau either 
through jobbers or direct from manufacturers. 
To the individual hospital however cooperative 
buying is an opportunity for economy. 


Quantity depending upon ward capacity will be 
considered by the Committee on Standards at the 
same time that quality and type are decided. A 
code, whereby articles will be ordered by number 
will be adopted also. Samples of articles with 
code numbers should be mounted on cardboard, 
framed and placed in the storeroom. 


The other articles included in surgical supplies, 
such as glassware, enamel ware, monel ware, in- 
struments, needles, etc., will be standardized in a 
similar manner. 


The Economics of Standardization 


Standardization is simplification. It is a means 
of saving time, energy, and money. Standardiza- 
tion of supplies in a hospital provides more time 
for the care of the patient. By simplifying the 
process of ordering, the administrative group will 
have more time to give to scientific and construc- 
tive organization of work. 


In the midst of the present economic stress and 
in fact in any era financial economy is of great 
moment. Most hospitals are supported, to some 
extent, at least, by the communities in which they 
have been established. This responsibility for 
public funds demands close application to any 
measure that may be economical. The great 
amount of hospital funds spent for supplies each 
year makes this demand more imperative. 


The educational and professional preparation of 
hospital personnel in many hospitals is not ade- 
quate at the present time. This is due, in part, 
to the salary scale. Many hospital administrators 
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are unable to secure and retain well prepared peo- 
ple. This is unfortunate when one considers the 
many social and mental problems presented by 
patients today, as well as the physical problems. 
Standardization of supplies by its very economy 
might help in the solution of this problem. 


Science is moving by leaps and bounds. The 
hospital that can carry on a certain amount of 
scientific research is making its contribution to 
the professions, as well as, fulfilling its most sig- 
nificant function, that of giving the best possible 
care to the patient. Economy along all lines will 
make this possible. Standardization of hospital 
supplies is a definite measure of economy. 
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What Can We Do to Promote Better Follow-Up 
and Study of End Results? 


JAMES T. NIX, M.D., F.A.C.S. 


Director, Graduate School of Medicine, Louisiana State University 
President, Orleans Parish Medical Society, New Orleans 


standing association of surgeons of North 
America—accept the: responsibility for good 
records and carry the torch. 


F ssc and above all, as members of the out- 


“Good surgeons make good records,” good rec- 
ords make good surgeons. The bedside scrutiny 
of disease, accurately set down, is the greatest 
legacy that each generation of physicians can be- 
queath to its successors. 


The follow-up is often neglected or absent in 
our hospitals, nevertheless, it is the last chapter 
of the book, the concluding act before the curtain 
falls, the end of the story. Without a good fol- 
low-up these are unfinished—the account is never 
closed. Follow-up is the closing argument, the 
peroration of the address. It is a trial balance 
of disease and remedies, it settles disputes, deter- 
mines results, detects failures, plans the future 
course of treatment or surgery. It stamps the 
surgeon and the hospital as poor, fair, average, 
or excellent. 


Follow-up standardizes, in the best sense of the 
word, men and institutions. 

Follow-up is effected through outdoor clinics, 
physicians’ offices, social service departments, and 
post mortem findings. 

In all of these, photography should play a most 
Important role. ‘Memory is the faculty that re- 
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members, and also that forgets.” Take notes and 
take pictures. The Latins used to say, “Lege cum 
calamo”—Read with a pencil, study with a pencil. 
Write things down! 

“Patients forget—records remember.” 

During the past year, the detectives and scien- 
tists of the Bureau of Criminal Identification of 
the United States Government have startled the 
world by their marvelous efficiency in running 
down criminals, and all through the simple expe- 
dient of a practical and perfect follow-up system. 
Unflagging zeal, heroic courage, infinitesimal an- 
alyses, transcribed into permanent records, have 
disclosed secrets long buried and have solved the 
impossible. A never ceasing vigil and perfect fol- 
low-up have spelt their success. 

As medical men, we know but one nation, the 
Nation of Mankind—we have but one common 
enemy, disease. 

Follow-up is the pivot upon which the trends of 
therapy and the principles of surgery turn. 

Let our M.D. mean not only Doctors of Medi- 
cine, but Doctors of Men, Doctor of Humanity— 
yet, let the M.D. signify Masters of Detail. Let 
us be G-men in the search for, the cure, and the 
follow-up of disease. 

Let there be emblazoned on the desk of every 
physician the famous epigram of the immortal 
Cicero, “Nihil actum reputans dum quid superes- 
set agendum”—Consider nothing accomplished as 
long as there might be something else to be done. 
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Administrative, Professional, and Economic 
Problems as Related to Hospital Service 


A PANEL DISCUSSION 


Presented at the Georgia, Florida, North Carolina, South Carolina, Tennessee, Alabama, Mississippi, and Louisiana 
Sectional Meeting of The American College of Surgeons, Atlanta, February 3, 4 and 5, 1937 
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From the Standpoint of Administration 


J. B. FRANKLIN, Superintendent 
Grady Hospital, Atlanta, Georgia 


E ARE LIVING in a fast developing and 
WG comics age. Advancement and changes 

are being made rapidly. New conditions 
require new methods and new procedures. This 
is true in all avenues of human endeavor, and 
particularly as regards hospitals. 

The hospital has for its main objective to “re- 
ceive the human body when for any reason it is 
broken, diseased or injured, and to care for it 
in such a manner as to restore it to normal, or 
as nearly normal as is possible.”' To do this re- 
quires facilities, organization and system, or 
expressed differently, requires building, equip- 
ment, supplies and personnel, all organized, sys- 
tematized and coordinated so as to produce effi- 
cient results. 

Adequate provision must be made for all serv- 
ices and details. Departmentalization is essen- 
tial in the larger institutions. Every individual 
should be assigned definite duties, and all per- 
sonnel should be ready to assist in any emer- 
gency. 

First, authority will be centralized in a Board 
of Control, by whatever name, whose duty it is 
to see that the hospital functions according to 
its organic purpose, and that adequate and effi- 
cient service is rendered to the sick and injured, 
as economically as efficiency will allow. In this 
connection, it should be borne in mind that pri- 
marily the hospital is a “life-saving, and health 
restoring” agency rather than a “money saving” 
institution. 


Relationship of Executive to Others 


Like a manufacturing plant, a bank or any 
other commercial institution, a hospital must have 
its executive head, designated by various titles. 
This executive is usually appointed by the Board 
of Control, and is subject only to such Board. 


1Dr. Malcolm E. MacEachern. 
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He receives his authority from this Board, and, 
when acting within the scope of such authority, 
he actually represents the Board. This makes a 
very close relationship, one that should and must 
be cordial and cooperative, one of-confidence each 
in the other, one of loyalty each to the other, if 
the most satisfactory results are to be obtained. 

The Board of Control must always be regarded 
as the supreme authority in the hospital. Natuv- 
rally, its duties and responsibilities lie in the 
direction of (a) formulating policies, (b) pre- 
scribing professional standards, (c) the coordi- 
nation of the various departments of the hospital, 
and (d) outlining the duties of the executive. 
The execution of policies, the maintaining of 
established standards, and the actual functioning 
of the various hospital departments and persor- 
nel are committed by the Board of Control to the 
executive. Having granted him executive au- 
thority, the Board of Control as a whole and 
individually, relinquishes the privilege and right 
to deal direct, with any other person or depart- 
ment in the hospital. The line of procedure lies 
in direct contact with and through the executive. 
Usually, it is the privilege and duty of the execu- 
tive to employ, outline the duties of, supervise 
and finally to dismiss, when necessary, all hos- 
pital personnel; to supervise or authorize the 
purchase of all equipment and supplies; direct 
the expenditure of all hospital funds, and the 
supervision and upkeep of the physical plant. If 
and when the Board decides that the executive 
can no longer carry such responsibility, it is time 
to dismiss the executive and employ another. 


Medical Staff 


The medical staff is one hospital group which 
differs widely from all other hospital groups. 
The medical staff performs certain duties, which 
in the nature of things, can not be performed by 
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others than doctors, and for this service ordi- 
narily the Board of Control can not pay. The 
Board of Control, must therefore, share its re- 
sponsibility with the medical staff, insofar as the 
actual medical and surgical treatment of the 
patient is concerned. As the representative of 
the Board, the executive must see that all Board 
policies, standards, and rules are observed by staff 
members; and through the executive the medical 
staff is responsible to the Board of Control for 
the clinical and scientific work of the hospital. 
He is the channel or medium through which the 
staff communicates with the Board, and the Board 
with the staff. The relationship as a whole may 
be designated as one of cooperation and coordi- 
nation. 


Patients 


Except in small doctor-owned and doctor-oper- 
ated hospitals, the executive will seldom take any 
active part in the medical or surgical treatment 
of the patient. He must see, however, that the 
patient is properly admitted and assigned to the 
right member of the medical staff for treatment, 
and that all hospital facilities and needed per- 
sonnel cooperate for the good of the patient. 
Since legal decisions in nearly all of the states 
have been made holding the Board of Control 
responsible for the proper care of the patient, the 
executive, as the representative of the Board of 
Control, must assume this responsibility. He 
cannot knowingly tolerate any neglect of patient 
or any illegal treatment or operation. 


Community 


As regards the community, the executive is 
just another citizen, but should be an active, co- 
operating and efficient citizen. But for the com- 
munity there would be no hospital. The hospital 
exists for the benefit of, and because of, the com- 
munity. 


In the sense that acquaintances mean capital, 
the more people the executive knows, the easier 
and more efficient will be his work. He can profit- 
ably hold membership in some active luncheon 
club, Chamber of Commerce, or similar clubs. 
Occasions will arise when he can and should 
Speak in behalf of his institution. The commu- 
nity should have the benefit of such information 
as he can give in his line. 


Hospital Field 


_The active, efficient, growing hospital execu- 
tive can not limit his activities to his own institu- 
tion, neither will he desire to do so. While hos- 
pitals often compete one with another, there are 
Many problems common to all, and what raises 
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the level of service or makes for a better satisfied 
patient in one hospital, raises the public good- 
will toward all hospitals. In cooperation there 
is strength for all. The executive owes it to his 
hospital to be associated with his local, state, and 
national organizations which function for the 
best interest of all hospitals. He should attend 
meetings of such organizations, and, when ap- 
propriate take an active part on the program. 
He should also subscribe for, and when called 
upon to do so, contribute articles to the various 
publications promoting hospitals. 


Public Health and Welfare 


In the very nature of things, each hospital, 
which means the executive, should be vitally 
interested in supporting public health and wel- 
fare agencies. Public health, in part, looks for- 
ward to preventing disease, to preventing the 
spread of contagious diseases, to the assembling 
of vital statistics, such as births, deaths, etc., to 
the education of the public in health problems, to 
the promotion of public clinics, and in other ways 
stabilizing public health. The welfare agencies 
have to do with relieving distress, preserving life, 
preventing illnesses, and in handling conditions 
related to, but often only slightly removed from 
hospital service, and which may at any time ad- 
vance to hospital problems. The executive’s re- 
lation to all such problems must be vital, he 
should be interested and cooperative, and should 
give all possible information and assistance. 


Personnel 


A square deal altruistic policy will pay. First, 
care must be exercised in the selection of the per- 
sonnel. If possible, avoid misfits due to lack of 
qualifications, temperament, habits, environment, 
and what not. A square peg will not fit into a 
round hole. It is better to prevent a mistake 
than to have to correct one. 


The contented employee will render more effi- 
cient and more satisfactory service than the dis- 
gruntled employee. Contentment and interest 
may be stimulated, sustained and made to grow 
by humane methods and treatment on the part 
of the management toward the employee. The 
executive should be kind, courteous and consider- 
ate, and the monetary consideration should be in 
keeping with the salary paid by other concerns. 
for a similar service, if a rapid turnover is to be 
prevented. 


Every employee should be made to feel that 
his efforts and performance contribute to the 
welfare of the patient, and that he is an impor- 
tant cog in the hospital wheel. Imbue him with 
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a sense of responsibility. He should have his 
duties definitely and thoroughly outlined, and 
should be impressed with the importance of his 
task. He should be made to feel that he is a 
very definite part of the hospital organization, 
and that the sustained reputation of the hospital 
for efficient service depends, in a large measure, 
upon his loyalty and efficiency. 


Stated conferences with the personnel by the 
executive will make for a better understanding 
and will grow good-will. 


A house organ, or small pamphlet, published 
possibly monthly, under supervision, can be made 
valuable in creating interest and growing good- 
will on the part of the employees. 


The Superintendent and Hospital Administration 


This question has already been partially an- 
swered. The executive must look beyond his own 
institution and see what is going on in other hos- 
pitals, and in other lines of endeavor. Experi- 
ments and studies in different lines are being 
made by various hospitals and allied organiza- 


tions. The results are being published in period- 
icals and books, and are being throughly dis- 
cussed at various conferences and conventions. 
And annually there is now being held a short 
course in hospital administration. The executive 
who does not read current hospital literature, and 
who does not attend different medical and hos- 
pital conferences and conventions is shortsighted 
and soon will become a back number. 


Margin of Safety of Bed Occupancy 
in Large General Hospitals 


The margin of safety depends upon several con- 
ditions. In manufacturing and industrial cen- 
ters, there will be more accident emergency pa- 
tients, while in other sections there will be more 
of other types of conditions to be treated. Within 
the hospital, the margin of safety will vary in 
different services. And in different seasons of 
the year, the margin will have to vary to meet 
the demand. But taken as a whole, year in and 
year out, the margin of safety will average about 
75 per cent of beds occupied to.a 25 per cent 
margin for new admissions. 


From the Standpoint of Medical Staff Conferences 


ROBERT L. SANDERS, M.D., F.A.C.S., Visiting Surgeon 
Baptist Memorial Hospital, Memphis, Tennessee 


ferences,” we are fully aware of the broad 

scope of the problems involved and their far- 
reaching potentialities. Although many men 
have spent a vast amount of time and effort in 
the attempt, no one has yet seemed to possess 
sufficient statesmanship to devise some plan by 
which staff conferences can be made to function 
upon the highest plane of efficiency. 


[: STUDYING the subject “Medical Staff Con- 


The Beginning of Organized Hospital Service 


Organized hospital services has come a long 
way since the idea was first put into effect nearly 
a century ago, by Florence Nightingale. Surely, 
she was born to lead the world into a newer light. 
The impulse to nurse the sick back to health, 
happiness, and usefulness must have been in- 
spired in her by a mighty force commensurate 
with the needs of her time. Yet, even though 
brilliant and far-seeing, it is improbable that 
she ever dreamed of starting a humanitarian 
movement which would soon become the eighth 
largest enterprise in the world. 
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In the present era, between eight and ten 
million patients enter American hospitals each 
year. It has been estimated that one out of every 
twelve adult persons as well as one out of every 
four children under six years of age, is a candi- 
date for some type of hospitalization annually. 
Granted that one-half these patients are treated 
surgically it would be necessary to perform seven 
operations each minute, or eleven thousand each 
day, to meet surgical needs aione. The absolute in- 
dications for operations are not pertinent to this 
discussion.) A veritable army of trained men and 
women would be necessary to treat the remain- 
ing one-half of the patients who need only medi- 
cal care. It requires no stretch of the imagina- 
tion, therefore, to realize that modern hospital 
service has been a strong ally of medicine and 
surgery in advancing civilization. 


During the developmental period each hospital 
set its own standards of service; no common 
basis of operation had been worked out for all 


institutions. The need for some kind of regu- 
latory measures finally became acute. To meet 
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this need, the American College of Surgeons de- 
vised and established a minimum standard of 
hospital requirements. For the institutions 
which met these requirements, the College coined 
the term “approved hospitals.” Incidentally, the 
program has worked so well it has been a real 
factor in standardizing the medical and surgical 
activities of those who work in hospitals. 


The Staff Member Should Fulfill the Duties 
His Position Involves 


It has been stated that hospital service has 
become the eighth largest enterprise in the world. 
It now takes its place in importance with life 
insurance, automobile manufacturing, banking, 
railroads, steamship, and all means of transpor- 
tation, petroleum products, and iron and steel in- 
dustries. And, just as the affairs of these other 
industries and institutions are guided by a board 
of directors, so, also, is the scientific work of the 
hospital under the direction of its staff. The 
staff is the hub from which all hospital service 
must radiate, and it is vital to the welfare of the 
institution that every member should have a full 
appreciation of his position and fulfill the duties 
involved. 


Preparing and Conducting a Staff Conference 


In studying the essentials in preparing and 
conducting a good staff conference, perhaps one 
should first consider the most suitable date and 
hour for the meeting. As a rule, an early eve- 
ning hour is convenient. The tension of the 
day’s work is then over and the members can 
relax and give undivided attention to the pro- 
gram. This should not be too long; an hour and 
a half from the time of gathering to adjourn- 
ment usually is ample. ° 


The meeting should begin promptly on time 
and should be conducted in a business-like man- 
ner, following parliamentary rules, but without 
an air of restraint. A certain number of minutes 
should be apportioned for presentation of each 
item. A keen, swiftly moving schedule, in which 
reports, discussions, and papers are short and to 
the point, will prevent the program from becom- 
ing dull and tiresome. Finally, adjournment 
should take place promptly on time. 


Enlisting and Maintaining the Interest 
of Staff Members 


The wholesome interest of each member of the 
medical staff may be best maintained by provid- 
ing a variety of subjects. Here, if ever, it is im- 
portant that those in charge bear in mind that 
variety is the “spice” of the meeting. We have 
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found that it adds immeasurably to enthusiasm 
for the occasion to have the staff gather for din- 
ner in the dining room of the hospital at 6:30 
o’clock in the evening. This serves not merely 
to furnish bodily refreshment and mental stimu- 
lus, but the mutual contacts in an atmosphere of 
geniality and good-fellowship tend to destroy re- 
serve and to create a more friendly attitude, so 
that members lose their timidity and fear of un- 
charitable criticism of any part they may wish 
to take in the program which follows. 


One of the most effective means of enlisting 
the interest and cooperation of all members is 
giving each one in turn something to do, letting 
him know in advance he is expected to par- 
ticipate. Those not listed on the program should 
be made to feel that they are welcome to take 
part in discussions, make enquiries, or offer sug- 
gestions or opinions. If each member is called 
upon in rotation, as well as invited to speak at 
any time, there is little likelihood that many will 
be conspicuous by their absence. 


Arranging the Program of the Staff Conference 


The program of a good medical staff confer- 
ence should deal almost exclusively with the sci- 
entific material and clinical affairs of the hos- 
pital. A small program committee, consisting of 
staff members from the principal departments, 
in cooperation with the resident physicians and 
surgeons, may select cases for presentation and 
study. Only cases of greatest clinical interest 
should be considered. At least two-thirds of the 
time should be allotted to scientific matters. If 
papers are read, they should deal with some sub- 
ject pertaining to the work of the institution. 


The chief of staff should be a man who can 
spare a sufficient amount of time to supervise the 
program, and one who has an active interest in 
ward patients. He should have no other staff 
assignment in order that he may have a free 
hand in directing the conference. He and his 
committee should give to the younger men re- 
search problems to be presented at different meet- 
ings. In the smaller hospital there is no better 
field for research than that of the study of vari- 
ous types of bad cases and their end results. 


The meeting should begin with the usual order 
of business, including a careful check of the at- 
tendance and a reading of the minutes of the 
previous meeting. The secretary should then read 
the monthly hospital report, and a free and full 
discussion of the cases should follow, with spe- 
cial reference to complications, such as institu- 
tional infections, -unduly prolonged convales- 
cences, patients dismissed unimproved, cases ter- 
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minating fatally, and autopsy findings. Such dis- 
cussions will lead to constructive criticism of defi- 
ciencies in any department, and the promotion of 
better cooperation among staff members, as well 
as improvement in the scientific work. Person- 
alities should be strictly avoided; suggestions 
should be offered tactfully and in the spirit of 
friendliness, and should be recognized as spring- 
ing from the sincere desire of members to give 
the sick better care and to elevate the standards 
of the institution as a whole, and not from indi- 
vidual prejudice. 


In the past in our hospital there was a tendency 
to replace the review and analysis of deaths, un- 
improved patients, infections, complications, and 
other conditions not as satisfactory as was desir- 
able, by the reading of scientific papers. On many 
occasions men prepared papers for medical so- 
cieties and tried them out first on our staff. 
Others were called upon to fill an unexpected va- 
cancy on the program by reading papers which 
had been presented elsewhere. As a consequence 
staff conferences became in reality medical 
society meetings. To change this situation 
and center interest in the work of the hos- 
pital—where it rightly belongs—about three 
years ago our staff adopted a new policy. It was 
decided to devote at least six months of the pro- 
grams to the study of institutional deaths, 
autopsy findings, and any material not up to re- 
quired standards. The suggestion at first met 
with some objections by certain members who 
were hesitant about airing their unfortunate re- 
sults, but the objections were overcome by the 
older members, who had lived sufficiently long to 
develop thick skins and short memories. These 
volunteered to present for complete discussion 
the records of their patients who had died dur- 
ing the previous month, and to invite questions 
and opinions concerning them. The younger mem- 
bers lost their embarrassment, and soon every- 
one, realizing the benefit to be derived from the 
reviews, lent their hearty support to the plan. 


Dividing the Staff for Group Discussions 


In one of our large teaching hospitals we are 
trying still another plan. Once every three 
months, or one meeting in each quarter, follow- 
ing the evening dinner the members separate into 
groups according to departments that they may 
talk over matters with which their particular de- 
partments are concerned. For example, those on 
the eye, ear, nose, and throat service assemble 
in one room, those in the surgical division in an- 
other, and the medical men in another. In 
this way they are able to solve their own diffi- 
culties to better advantage and to clarify their 
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material that it may be presented more effectively 
at the general assembly. 


Dealing With Staff Members, Who Attend 
Irregularly 


4. How best to deal with members of our staff 
who will not attend conferences has been, and still 
is, one of our biggest problems. All the house 
staff, including resident physicians, surgeons, and 
interns are, of course, expected to be present, 
Junior members of the staff usually have more 
time to devote to the meetings and their attend- 
ance also may be expected. If the chief of staff 
and the hospital authorities let it be known that 
members are marked present or absent, this will 
have a wholesome influence. The greatest diffi- 
culty will be in maintaining a satisfactory attend- 
ance of senior members. It is sometimes almost 
impossible to impress them with the importance 
of their presence. The stress of duty may make 
an occasional absence justifiable, but habitual 
failure to attend staff conferences is not to be 
condoned. The hospital confers not merely an 
honor upon its staff members by: their appoint- 
ment, but an obligation and an opportunity as 
well, and they owe to it their loyalty and ener- 
getic support. Indeed, senior members have be- 
come senior members, not by reason of their 
patronage alone, but because of their scientific 
training, acumen, and skill, their interest in pa- 
tients, and their devotion to the institution as 
manifested by faithfulness in observing its reg- 
ulations, attending its meetings, and striving to 
elevate its standards. Their appointment increases 
their obligation to cooperate with others on 
the staff in the care of the sick and to study 
conditions to improve such care, and for this 
purpose attendance at conferences is imperative. 
Not only this, but by such a cooperative atti- 
tude, even the most experienced senior member 
cannot fail to receive some personal benefit from 
these conferences. Whether specialist or general 
practitioner, the broader one’s knowledge of oth- 
er branches of medical science, the better is one 
fitted to practice in his own field. 

If any member, in spite of all the persuasion 
offered, persists in neglecting this duty and re- 
fuses to come to staff meetings, the matter should 
then be taken up for deliberation by the board 
of trustees. It has even been suggested that a 
member be suspended for complete non-attend- 
ance. However, such a drastic method is not to 
be recommended, and if the erring one could be 
brought back into the fold by some more gentle 
inducement, this would be by far the better 
course. 

In closing, I should like to add that one hun- 
dred men attended our last staff meeting. This 
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attendance certainly speaks well for our general 
conference plan. An attractive program and a 
spirit of good fellowship make each one feel that 
he has received something worth while for the 


time spent, and he goes away with the determina- 
tion to attend as regularly as possible in the fu- 
ture. We feel justified, therefore, in commending 
our plan to you. 


From the Standpoint of Anesthesia 
THOMAS J. COLLIER, M.D., Director 


Department of Anesthesia, Piedmont Hospital, Atlanta, Georgia 


AT are the essentials of a successful 
WY snesiet service in a hospital? 

The head of an anesthesia department 
must not only possess a comprehensive knowledge 
of the subject but he must have qualities of per- 
sonal integrity, a stimulating personality and 
must have the co-operation of the surgical staff. 
The anesthetist who possess tact, sympathy, and 
a reassuring personality, is a definite asset not 
only to the surgical staff but to the hospital who 
claim him as a member on its staff. 


He should first of all be an excellent practi- 
tioner of medicine, preferably with previous ex- 
perience in general practice of the art, because 
he will come in contact with, and handle the pa- 
tients of all the various specialists in medicine 
as well as the patient of the general practitioner. 


He must have sympathy and forebearance with 
each one of these fellow practitioners whose pa- 
tients come under his care. 


He must have respect for their help and advice. 
In addition he must have many of the qualifica- 
tions of a physiologist, pharmocologist, physi- 
cist, chemist, engineer, and anatomist. 

He should be a qualified anesthetist. What is 
a qualified anesthetist? A qualified anesthetist 
is one who is capble of making a physical exam- 
ination of the patient, can interpret laboratory 
findings, is familiar with operative requirements, 
able to weigh evidence and select the anesthetic 
or anesthetics most suitable for that particular 
patient and operation under consideration. 


These qualifications require not only a medical 
education but special training in the theory and 
practice of anesthesia, as complete as is demanded 
in surgery or its correlated specialties. Quot- 
ing from Dr. Henderson of Toronto, Canada, “I 
would like to attract your attention to a problem 
which is facing every medical specialty, namely, 
the qualifications which a physician should pos- 
sess before he sets up as a specialist. As a pharma- 
cologist, I am perhaps prejudiced, but I consider 
anesthesia as one of the most scientific of our 
medical branches. Here, if anywhere, the physi- 
cian should know his drugs and their action thor- 
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oughly.” Without this knowledge and experience 
he is not competent to interpret the changes 
which drugs and methods used im pain relief con- 
stantly influence the process of respiration both 
externally and internally, with cardiac output and 
with oxygen delivery to the cells of the body that 
is previously prone to the needs of surgery. Pain 
relief drugs are well known to still further upset 
the biochemical balance. Without a knowledge 
of physiology, at least in these particular re- 
spects, the head of an anesthetic department is 
handicapped. 


There should be one individual in every 
hospital, a graduate in medicine, thoroughly 
grounded in the fundamental of his subject and 
responsible to the hospital management for the 
conduct of pain relief in the hospital. He should 
be thoroughly familiar with the use of oxygen 
and carbon dioxide therapy. There should be a 
complete filing system of all records. 


Pre-anesthetic Examination 


What pre-anesthetic examination should be 
made of the patient, and for what post-operative 
period should the anesthetist check on the pa- 
tient’s condition? 


The anesthetist, when possible, should see the 
patient, at least the day or evening before the 
proposed day of operation. He should have the 
knack of handling all sorts of patients and of 
winning their utmost confidence. He should be 
acquainted with the principal points of the his- 
tory of the case, make examination of the heart 
and lungs or be sure of the internist’s ability and 
be willing to trust his judgment in these cases. 
He must examine the report of the laboratory 
findings and ascertain previous anesthetic experi- 
ences, if any, and what reaction to hynotics. If 
the surgeon or family physician knows of any 
peculiar susceptibilities or any unpleasant ex- 
periences on the part of the patient in any previ- 
ous operation, he should so inform the anesthetist. 


No patient should be returned to his room 
without the anesthetist first, seeing to it that 
clear air way is maintained, if necessary with 
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an air way in place and remain in place until 
patient is sufficiently reacted to voluntarily 
keep air way clear. I feel that post-operative 
check applies only to the medical anesthetist 
since only one with a degree in medicine would 
be competent to judge the patient’s condition. 
In the present day up-to-date hospital, where 
there is a competent house man with a com- 
petent staff of interns, there is little need of 
the anesthetist making post-operative check ex- 
cept in those cases where there is some post- 
operative complication, such as, lung complica- 
tions where it may become necessary to admin- 
ister carbon dioxide and oxygen or where there 
is shock, etc. In these cases he should continue 
this check as long as the patient’s condition 
warrant. 


Medical Anesthetist Should Administer 
Spinal Anesthesia 


Should a medical anesthetist be present when 
spinal anesthesia is being administered? 


In my opinion a spinal anesthetic should be 
given by a trained medical anesthetist, except, of 
course, in the rural districts or very small towns, 
where it might be impossible. Even under these 
circumstances the anesthetist should have had 


training in spinal anesthesia and be competent 
in this method of inducing anesthesia. In the 
larger hospitals the anesthetist should sit with 
the patient and watch for any changes that might 
arise and be prepared to meet any emergency 
that may develop. Much of the literature on 
spinal anesthesia would lead one to believe that 
once anesthesia is induced, the patient may be 
forgotten. Nothing could be further from the 
truth. If the surgeon himself performs the in- 
duction the patient should thereafter be turned 
over to an individual who is thoroughly conver- 
sant with the emergencies that may arise and the 
methods of dealing with same. 


Safety Measures 


What safety measures should be observed in 
administering anesthetics? 


First of all the anesthetist should be thor- 
oughly familiar with his machine, if it be a gas 
anesthetic, and see that the gases are in their 
proper places on the machine. Should he be using 
some one of the known explosive gases he should 
see that no cautery or other electric sparks are 
used near the face, etc. That clear air way is 
maintained throughout the operation. 


From the Standpoint of Food Service 


MATTIE J. RIDGWAY, Dietitian 
Grady Hospital, Atlanta, Georgia 


questions arise. First, the dietitian must 
know how to cope with a situation in the ward 
when one patient receives a special diet and the 
patient in the next bed is served the regular 
house diet without a word of explanation to either 
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patient. In talking to the patient on special diet, 


you must explain to him that the diet is part of 
his treatment and has its limitations. He may 
be allowed to express his likes and dislikes but 
he must understand that his nutritional needs, 
not his preferences, are the object of his diet. 
To accomplish this, his cooperation must be 
gained. In many cases I find the ward patients 
in sympathy with those on special diets because 
they accept them as the sickest patients. I try 
to meet reasonable requests of any patient. 


High Caloric Diets 


I receive many orders for diets as high caloric, 
requirements for which may be met by adding 
extra cream, extra butter, jelly or bacon—high 
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roughage adding bran muffins, double serving of 
fruits and vegetables—low caloric, fruit substi- 
tuted for dessert and mineral oil dressing for 
regular mayonnaise. Since the requirements for 
these and many others are simple additions to 
or subtractions from the house diet, they can 
easily be served along with the general tray. 


Through close contact with the physician, the 
dietitian is more able to meet the special require- 
ments of individual cases which cannot be met 
with standard diets. 


Modification of the Normal Diet 


The dietitian should have close association 
with the nurses in the practical and educational 
work of the institution. The nurse must develop 
her ability to apply general principles in the nec- 
essary modification of the normal diet, she must 
acquire knowledge which will enable her, under 
guidance, to teach the patient food facts rela- 
tive to his dietary needs. The physician depends 
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upon the nurse for help in carrying out a dietetic 
treatment. The nurse’s responsibility is to see 
that the patient is served the food that the die- 
titian has provided and through cooperation of 
the two, the patient is best satisfied. 


Our aim is to improve and maintain the pa- 
tient’s nutrition in the hospital as well as to 
educate him to better food habits after he leaves. 
The dietary department should cooperate with 
the administration in carrying out any project. 
This is the only way any organization can func- 
tion. In gaining the best cooperation among all 
the departments, a group might be formed with 
representatives from each department. This 
council would promote better understanding and 
cooperation among the departments to make a 
unified whole. 


The dietitian wants to keep up her food stand- 


ards; so with the purchasing department she 
must consider quality as well as cost. 


The Small Hospital Needs a Dietitian 


I believe that the small hospital needs and 
should have a dietitian. The patients must have 
their dietary needs supplied in the small institu- 
tion as well as in the larger hospital. The stu- 
dent nurses must have the same type of instruc- 
tion and teaching. As a rule a graduate nurse 
does not have the fundamental knowledge of the 
general principles to cope with the situation suc- 
cessfully. Of necessity her duties will vary, her 
responsibilities will perhaps be greater, but I 
feel that a person with training in nutrition, food 
purchasing, preparation, and serving is capable 
of handling a dietary department more economi- 
cally and more satisfactorily, no matter how 
small the hospital may be. 


From the Standpoint of Keeping the Hospital Before the Public 


W. D. BARKER, Superintendent 


Georgia Baptist Hospital, Atlanta, Georgia 


vately, municipally or denominationally owned 
and operated, the primary thought should be 
for the relief and well-being of suffering human- 


|: thinking of a hospital, whether it be pri- 


ity, and not for monetary gain. If the proper 
care is rendered, there can be no profits, speak- 
ing in terms of dollars and cents, but when we 
view it from the standpoint that we are dealing 
in the human and sympathetic phases of life 
there is no means available whereby we may 
evaluate the service rendered. 


It is the function of the hospital to promote 
health, without which nothing is valuable. : I am 
reminded of the old Arabian proverb, “He who 
has health has hope, and he who has hope has 
everything.” 


When we start to erect a building the first con- 
sideration should be given to the foundation of 
the structure. Upon this foundation the safety 
and welfare of every individual depends. The 
Same principle applies to the personnel of a hos- 
pital—the success of the institution, in fact the 
very life of it, depends upon the type of persons 
operating it, or directing the welfare of the or- 
ganization. The management of a hospital is ex- 
pected to employ only those of upright character 
and sound morals. We must remember that the 
personnel of the hospital is dealing with life and 
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death twenty-four hours daily, three hundred 
and sixty-five days yearly. 


The atmosphere of the hospital should be con- 
ducive to the best interest of the patient at all 
times. There should be a feeling of confidence— 
in other words, when a patient enters a hospital 
he should at once sense a feeling of security that 
cannot be found elsewhere. He must have faith 
in the institution, otherwise his recovery may be 
hindered. 


The superintendent of a hospital cannot’ op- 
erate the institution alone, but his ability to 
promote harmony and good-will through the per- 
sonnel of the hospital means everything. He 
does not have to stop and shake hands with every 
employee whom he chances to pass, but he should 
be gracious enough, at least, to smile or give 
some expression of friendliness as he goes about 
his duties from day to day. Each employee 
should feel that he is a part of the machinery 
and that his ability is recognized and his cooper- 
ation and loyalty is appreciated. Any one who 
falls short of such confidence should have no 
place on the staff. Time is too valuable to have 
to “check and double check.” 


Every employee should be told what is ex- 
pected of him in reference to his conduct, but 
it is not necessary to go around every morning 
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asking each one how late he stayed up the night 
before. I would like to quote these lines, author 
unknown, which express my thought in reference 
to this matter: 


“You don’t have to tell how you live each day, 
You don’t have to say if you work or you play; 
A tried, true barometer serves in the place— 
However you live, it will show in your face. 


“The false, the deceit, that you bear in your heart 

Will not stay inside where it first got the start; 

For sinew and blood are a thin veil of lace— 

What you wear in your heart you wear in your 
face. 


“If you dissipate nights till the day is most high 

There is only one tattler and one that won’t lie; 

Since your facial barometer is right in its place— 

— don’t have to tell folks, it shows in your 
ace.” 


Everyone from the maid on the floor to the 
director of the hospital has an integral part to 
play in the success of the institution. I often 
think of the story which is told of the man who 
was passing by two negroes mixing mortar to 
build a church. He asked what they were doing. 
The first replied, “I’m mixing lime and sand.” 
The second man’s reply was, “I’m helping to 
build a cathedral.” 


The Part the Superintendent Plays 


in Promoting His Hospital 


The first mark of a good salesman is reflected 
in his dress, the second mark is his ability to 
meet the public, the third and perhaps the most 
important mark is his ability to accept gra- 
ciously the consequences of every occasion, good 
or bad. If a hospital superintendent could start 
with these qualifications, he would have no diffi- 
culty in reaching his mark of efficiency. How- 
ever, qualifications of this nature are just some 
of the essential characteristics of a well qualified 
hospital executive. 


A hospital superintendent must surround him- 
self with sufficient preparation and poise to be 
able to overcome the vast differences in human 
personalities with which he will have to deal from 
time to time. Often times he may find himself 
in the same predicament as the Irishman who 
undertook to find out where he really stood. When 
he finally caught up with himself he was stand- 
ing on the concrete talking in the abstract. All 
things worth while carry their burden of sacri- 
fice—‘“Eternal vigilance is the price of victory.” 
“Weeds grow in the same soil in which we plant 
flowers, but if we would have flowers then we 
must choke out the thorns first.” 


A visitor a short while ago asked who took 
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the credit for the success or the failure of our 
institution. I told him it was like the old argu- 
ment about who won the ball game. The pitcher 
claimed that he had because he held the opposing 
team to a few scattered hits. The first baseman 
thought the credit should be his because he had 
made more put outs than anybody else. The 
shortstop claimed that he had won the game 
because he had made several assists, caught three 
or four flies and brought in the winning run. 
And so it went with the rest of the players on 
the team. But when the whole situation was an- 
alyzed it was found that the manager had played 
some part in winning the game because he had 
gathered the team together, instructed them, ar- 
ranged the batting order and coached the team 
for several months. The owner of the team had 
some claim to its success because he had fur- 
nished the grounds upon which to play, had paid 
the salaries of the players, and advertised the 
game. In the end it was found that several thou- 
sand fans were also interested because the dol- 
lars collected from them at the gate made the 
game possible. This simple story ‘illustrates what 
it means to cooperate. It is only through cooper- 
ation of the employees, the management and 
owner of a business that the final product can be 
perfected and made available for use and finally, 
just as the fans at a baseball game demand a 
good game or they will not pay to see it, so do 
the supporters of a hospital demand a good serv- 
ice or they will not patronize the institution. 


After all, if we are to expect intelligent cooper- 
ation and support from the public, we must first 
show our willingness to cooperate. 


The Hospital and Its Publicity 


Every hospital should have a certain amount 
of publicity. This information should be of an 
educational nature and not for the purpose of 
inspiring competition. Whenever an article, no 
matter how small the story, is given out by a 
hospital to the press, it should be carefully 
checked and any reference or element of compe- 
tition be ruled out. Publicity for hospitals should 
be based upon a code of ethics in the same man- 
ner as that of the medical profession. The hos- 
pital is a community project, and any commercial- 
ized publicity disseminated is unhealthy for the 
best interest of the institution, and the constitu- 
ency which it serves. Since the hospital has been 
recognized as an institution of public service, it 
is easy then to see the type of publicity neces- 
sary—the emotional appeal is all right occasion- 
ally for the purpose of impressing the importance 
of early treatment of certain types of ailments, 
but something more must be given the public 
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if we are to maintain interest and succeed in our 
task. We must give them a wider understanding 
of the function of the hospital, the part it plays 
in the life of the community, as well as the prog- 
ress in medical science and surgical skill. 


The Program of Public Education 


Business and the world are exacting in their 
demands upon us. For that reason we must 
strive to keep our institution of healing in the 
proper light with the public. 


This can be done if we have the proper pro- 
gram of public education. 


If the most effectual type of assistance is to 
be secured for a campaign of public education for 
hospitals, we must seek help and cooperation 
from the following sources: “The spoken word, 
the written word, visual means, and a combina- 
tion of means.” 


The spoken word, if to benefit the hospital, 
must come from satisfied patients; happy medi- 
cal and nursing staffs; cooperative hospital per- 
sonnel; a wide-awake woman’s auxiliary; inter- 
ested churches and schools; enthusiastic visitors, 
and well rounded radio broadcasts. 


The written word is most effective through the 
newspapers with the proper feature articles and 
editorials commenting on the scientific work of 
the hospital and value of the hospital to the com- 
munity. We can keep the hospital before the 


public by making special reference to patients 
through the society colums also. Through the 
hospital publications we can exchange ideas in 
reference to hospital administrative problems, 
nursing service, etc. We can carry in our bul- 
letins and house organs information about serv- 
ice, number of patients treated, free and part 
free, and other valuable information of interest 
to the public. Another helpful suggestion is to 
flash on the screen occasionally some interesting 
things the hospital has accomplished, such as 
group hospitalization plan, alumnae hospitaliza- 
tion plan, showing how the nurses may give a 
certain number of days of service to the hospital 
in exchange for hospital care in case of sickness. 


By way of visual means we can have groups 
tour the hospital, invite the public at large on 
certain occasions to visit the institution, have 
exhibits from time to time. Lantern slides can 
be made very interesting and motion pictures 
very helpful in promoting interest and displaying 
certain formation in reference to the routine 
work of the hospital. 


Health education forms, community health 
meetings, hospital Sundays and hospital day pro- 
grams are all valuable means by which we may 
disseminate interesting facts which will result 
in cooperation and support from a better in- 
formed public. 








The Minnesota Institute for Hospital 
Administrators 





Sixty-two Minnesota Hospital Superintendents Attending the Institute for Hospital Administrators Given by the Center 
for Continuation Study of the Universiy of Minnesota, March 18, 19, 20, 1937. 
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Dr. Claude W. Munger Is Appointed Director 
of St. Luke's Hospital, New York City 


Dr. Claude W. Munger, the director of Grass- 
lands Hospital during the past thirteen years, 
has submitted his resignation to Ruth Taylor, 
Commissioner of Public Welfare. The resignation 
will take effect on May 15, when Dr. Munger will 
become the director of St. Luke’s Hospital in New 
York City. 


Dr. Munger was appointed director of Grass- 
lands Hospital in 1924 by the late V. Everit 
Macy, then County Commis- 
sioner of Public Welfare. He 
was re-appointed by Commis- 
sioner Macy’s successor—the 
late George J. Werner—and 
again by Ruth Taylor, the 
present Commissioner. 


During the years that Dr. 
Munger has served as the di- | 
rector of Grasslands, the 
County Hospital has devel- | 
oped into one of the outstand- | 
ing public hospitals in the 
United States. It has grown 
from a capacity of 350 beds 
to an institution of 795 beds, 
with some additional wards 
which can be opened in the 
future. 


In 1930, a special psychi- 
atric building was opened to 
provide emergency and short- 
term care for mental cases, as well as to insure 
proper diagnosis before Westchester patients are 
sent on to state hospitals. 


‘The capacity of the tuberculosis service was 
increased from 103 beds to 250 beds in 1932 
with the opening of the new tuberculosis build- 
ing. In addition, Sunshine Cottage—a separate 
building for children—was added. Sunshine Cot- 
tage serves as a preventorium and as a hospital 
for children suffering from childhood type of tu- 
berculosis and is well adapted to its purpose. 


The hospital facilities for caring for chronic 
sufferers, venereal disease, communicable disease, 
and children’s orthopedic cases have also been 
materially increased during the time Dr. Munger 
has served as director. 


In order to provide better nursing care for 
patients, a nurses’ residence was erected in 1926 


68 


—<—<$<$—$__ 


Claude W. Munger, M.D. 


and the Westchester School of Nursing organized 
the following year. Besides the improvement 
made in the nursing care at the hospital, the 
School of Nursing gives qualified men and wom- 
en an opportunity to study nursing in a hospital 
which deals with all types of disease. 


Dr. Munger goes to one of the oldest and best 
known of the New York City hospitals. Exten- 
sive building operations are in progress at St. 
Luke’s and the hospital is said 
to be anxious to secure a man 
with experience such as Dr. 

’ Munger has had in Westches- 
ter and elsewhere. 


Through his activities in 
state and national hospital as- 
sociations, Dr. Munger has 
become nationally known as 
an authority on hospital con- 
struction and management. 
He is now president of the 
American Hospital Associa- 
tion. 


In commenting on Dr. Mun- 
ger’s resignation, Commis- 
sioner Taylor said: 


“We cannot over-estimate 
the loss to the needy sick of 
Westchester in Dr. Munger’s 
going. He is largely respon- 
sible for the modern Grasslands, for its high 
standards of medical and nursing care, and hence, 
for the relief it has brought through the whole 
depression period to thousands of the County’s 
residents unable to pay for private hospital serv- 
ice. Due to his outstanding ability in the field of 
hospital management, he has been able to attract 
to the service of the hospital an outstanding group 
of interns and resident doctors and a large attend- 
ing staff, who serve without salary and of whom 
any hospital, public or private, might well be 
proud. Under his direction, Grasslands has grown 
to be one of the large hospitals of the metropoli- 
tan area and its reputation has traveled far and 
brought credit to Westchester. We realize that we 
have been extremely fortunate to have kept Dr. 
Munger with us so long, but we face his going 
with the deepest regret.” 
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Clinical Speech Pathology in Hospitals 


BRYNG BRYNGELSON, Ph.D., Director of Speech Clinic 


Department of Pediatrics, University of Minnesota 


lished in the out-patient department of pedi- 

atrics at the University Hospital. This new 
service was instigated by Dr. Irvine McQuarrie, 
chairman of the pediatrics department. During 
the first four years of the clinic’s operation the 
director was its sole clinician. Interns in pediatrics 
were gradually called into service with the view 
of furthering their experience and knowledge of 


I’ THE fall of 1931 a speech clinic was estab- 


| children’s neurologic and physiologic needs. Last 


fall a full-time assistant, a graduate in pediatrics, 
and now trained in speech pathology. 

The clinical services which this clinic is able to 
render are greatly enhanced by the splendid co- 
operation given by the following departments: 
otolaryngology, neurology, internal medicine, 
mental and nervous diseases, oral surgery, social 
service, and pediatrics. 

Various types of speech disorders are studied 
and treated in this clinic. One of the most com- 
mon types of speech defect comes under Disorders 
of the Nervous System. The speech function can, 
be impaired as the result of injury to the brain at’ 
birth. Excessive pressure on the infant’s head 
can cause the bursting of tiny blood vessels in the 
brain thus flooding the surrounding areas. Spas- 
tic speech is often the result of such derangement 
in the motor areas. Similarly this type of 
paralytic speech is encountered when the birth is 
premature leaving the motor areas of the brain 
under developed. Spastic speech may result from 
the effects to the nervous tissue of the body due 
to meningitis, encephalitis, and prolonged febrile 
conditions. 

Injury or disease of the nerves innervating the 
lingual, facial, mandibular, and vocal muscles 
have deleterious effects on the precise adjustments 
essential for synchronized articulation. 

Dysarthrias, due to specific or general lesions 
of the central nervous system is another group 
encountered in the clinic. The dyslalias perhaps 
comprise the bulk of the speech disturbances in 
children. Here we have the patient whose speech 
1s unintelligible because of sound omissions or in- 
accurate sound formation. The etiology of this 
group may lie in impaired hearing, structural 
anomalies in the articulatory mechanism, laryn- 
geal pathologies, inability to discriminate between 
Sounds, or to mental deficiency. With this group 
of patients the speech pathologist must seek the 
aid of the oral surgeon, otolaryngologist, and the 
Psychometrist. 

One of the most taxing problems of speech of a 
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medical nature is that known as dysphemia. The 
peripheral symptoms of this disorder are more 
commonly referred to as stuttering. The research 
program now in force at the University of Min- 
nesota Speech Clinic tends to unravel the mani- 
fold mysteries of this ancient malady. The 
symptoms are already well described by many 
workers in the field, but any exact etiology is yet 
to be found. Because of the devastating effects 
of this disorder on the personality of the 
patient it is desirable, at the time of its inception, 
to arrest its further development. As ninety per 
cent of all stuttering occurs in children before the 
age of seven, it appears to be a problem with 
which the clinician trained in pediatrics should be 
concerned. Further researches in this problem 
must come from a close cooperation of the speech 
pathologist and the medical men trained in labora- 
tory techniques. 

Another service rendered by the Speech Clinic 
at Minnesota is that of giving lectures and clinical 
demonstrations, throughout the year, to the junior 
medics and the senior interns in pediatrics. We 
also offer a course in speech pathology for post- 
graduate doctors in the department of otolaryn- 
gology. 

The clinic at the University Hospital also pre- 
sents an opportunity for the education majors in 
speech pathology to study and observe many types 
of speech pathologies ordinarily not encountered 
in an academic clinic. We aim to make the clinic 
a training center not only for medical students 
desirous of some contact with the speech problems 
of children, but also for the person who plans to 
do full-time clinical work with speech defectives 
in public schools, child guidance, and private 
clinics. 

The purpose of this article is two-fold. First to 
serve as an orientation for those medical men not 
already acquainted with the clinical needs and 
possibilities of hospital speech clinics. Second to 
suggest the need, both from the point of view of 
research and therapy, of a closer liaison between 
the speech pathologist and the men whose entire 
training has been devoted to the many other dis- 
orders of the human organism. Speech pathology 
is definitely a branch of the medical sciences, and 
in order to grow, mature, and more nearly ap- 
proximate the goals it prescribes, it must asso- 
ciate closely with the medical departments men- 
tioned above. This program I believe can best be 
accomplished by the establishment of a speech 
clinic in a hospital. 
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Hospital Day—1937 


The celebration of Hospital Day, May 12, will 
have a greater significance than in recent years. 
Hospitals are improving their position financially ; 
they are enjoying an increased bed occupancy, and 
they are in the public favor. Much of the con- 
fidence which their communities repose in them 
has been established through the observance of 
Hospital Day. 


This year thousands of hospitals on this conti- 
nent will entertain their friends, not as patients, 
nor as casual visitors, but as members of their 
community vitally interested in the orderly prog- 
ress and successful operation of one of the most 
important agencies concerned with their welfare. 


Every visitor to our hospitals on May 12 is a 
potential benefactor. The more the public sees 
within the walls of our institutions, the more it is 
impressed with the character and value of good 
hospital service. 


After all, the hospital is a very important unit 
in the community’s public service. It is owned by 
the community, it is supported by the community, 
and each member of the community is a partner 
in hospital enterprise and shares in the benefits 
that good hospitals confer. 


The National Committee is arranging for na- 
tional publicity in the press, over the radio, and 
through moving pictures. The state and provin- 
cial hospital associations are organizing the ob- 
servance for their respective geographical areas, 
and the individual institutions will arrange the 
features of their own programs for the day. Hos- 
pital Day will have an added significance for hos- 
pitals in Canada and throughout the British Em- 
pire, as May 12 is Coronation Day. 


Hospital Day this year will be observed in a 
spirit of thanksgiving for all the blessings that 
have come to hospitals during the year past; in 
a feeling of confidence in the future of hospital 
service, so distributed that all our people may 
Share it whenever the need for hospital care 
arises, and with the assurance that both the public 
who cannot give greatly and the philanthropist 
who spends his surplus wealth for the betterment 
of mankind will support their institutions for the 
sick and crippled. 
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The Quid Pro Quo 


Hospitals and doctors are dependent one upon 
the other. Each gives a rich fullness of service to 
the patient in the wards. Each, if the hospital is 
a good hospital and the doctor is a good member 
of the hospital staff, receives full value for the 
benefits one confers upon the other. All of this 
as a premise to the often heard remarks, “that the 
hospital is exploiting the physician,” “that the 
hospital charges the physician for every personal 
service it renders him or his family,” and so on. 

An experienced physician has said, “The hos- 
pital may be defined as the code by which the 
physician’s special knowledge is translated into 
benefits for the patient. From an economical 
point of view I feel safe in saying the cost of 
caring for ten patients in the hospital is less 
than the cost of caring for one patient in the pri- 
vate home. The hospital serves to enhance the 
scientific relationship between the patient and the 
physician.” And in this manner the hospital has 
made return in kind for the service which this 
physician has given it. 

Again, the hospital makes a return for the 
professional service the physician gives while the 
hospital gives the patient hospital service, when 
it is appreciated that “Hospitalization as it stands 
today is something that did not exist thirty years 
ago. Its cost is not due to the fact that profits 
are being derived from it, but that the practice 
of medicine has been transferred from an indi- 
vidual to an organization. The cost of hospitaliza- 
tion can neither be economized upon nor taken 
seriously into consideration. It is just an ad- 
vance in the science of medicine and in our gen- 
eral civilization.” 

And so the hospitals with their costly labora- 
tories, their skilled technical personnel whose sal- 
aries the hospitals pay, their extensive diagnostic 
equipment, their nursing services, and all co- 
ordinated hospital activities always at the com- 
mand of the doctor, maintain the “quid pro quo” 
with every ethical member of the medical profes- 
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Hospital Employees 


Our hospitals give constant employment to over 
a half million workers in the unskilled labor class. 
In addition to their wages they are subsisted in 
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whole or in part and approximately one-third are 
furnished living quarters. On an average, one 
and one-fifth of the workers in this class are em- 
ployed for every patient in our hospital. 

Because of a low wage scale and working con- 
ditions usually experienced in hospitals, this class 
of employees changes employment frequently but 
is probably more stable than similarly employed 
groups in industry. 

The changing order has brought added living 
expense and added responsibility to these hospital 
workers just as it has to workers everywhere em- 
ployed. Influenced in a vast majority of instances 
by a loyalty to the institution which employs them 
and in many instances by a consciousness of their 
responsibility for the care of the sick, they have 
continued their service to their hospital, and with 
much less unrest or expressed dissatisfaction than 
in other lines of employment. 

Hospitals, of their own initiative and without 
waiting for the insistent request of their employ- 
ers or the intrusion of labor agitators, should do 
all they can do within the limitation of their 
financial resources to increase their wage scale 
and improve their living conditions. 

A satisfied and stable group of employees in- 
sures an economy in operation. It means more to 
the hospital than the amount it may cost in hav- 
ing a loyal and cooperative staff of employees, to 
insure the uninterrupted, satisfactory service to 
their patient and the community good will which 
follows as a natural sequence. 
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A Hospital for Every Community? 


Hospitals have grown six times as fast as our 


population. This growth has not been well dis- 
tributed and has never followed a well co-ordi- 
nated plan. The results are apparent in the wide- 
ly variable of ratio of beds to population. In 
some of our smaller cities and towns there is an 
over supply of hospital beds. Our larger popula- 
tion centers and more definitely our sparsely set- 
tled rural communities are often lacking in ade- 
quate hospital facilities. This applies particularly 
to beds for the chronic and convalescent sick in 
the cities, and to all classes of patients in some 
of our rural areas. 

It is admitted that the hospital is an essential 
part of the community’s public service and should 
be supported by the community as a whole. But 
this is not a sufficient reason for building a hos- 
pital in every community. There must always be 
three underlying principles determined upon be- 
fore any community builds a hospital; three care- 
ful analyses made before the final decision is ar- 
rived at: 
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First: Do existing hospitals in communities jn 
the same area and within easy transportation by 
ambulance or automobile afford adequate facilj- 
ties for the care of the sick? 


Second: Is there a sufficient number of com- 
petent medical men in the community to satisfac. 
torily staff a new hospital? 


Third: Is the community financially able, 
through patronage, philanthropy or taxation, to 
support and maintain the new community hos- 
pital as a standardized hospital should be main- 
tained and operated? 

Probably nine million of our population, all 
living in sparsely settled rural areas, are deprived 
of adequate hospital care. Many of these are 
living in counties large in area with a total popu- 
lation of ten or twelve thousand. These areas have 
comparatively few medical men, and even a less 
number who possess the professional qualifica- 
tions to warrant appointment to staff positions. 
Obviously the building of a community hospital 
in a vast majority of these counties without suf- 
ficient financial support and without proper pro- 
fessional direction would be unwise. 

Such communities and counties could give their 
population better medical and hospital service 
by putting in operation two or three motor am- 
bulances and as many experienced nurses who 
could transport the sick to the nearby hospital or 
nurse them back to health in the patient’s homes 
when hospitalization was not so imperative. 

The people in these communities would be bet- 
ter served and the cost to the community would 
be greatly reduced. 


as 


When Hospitals Serve 


Every minute of the day and night, every day 
in the year, the hospital doors are open for the 
care of the sick, injured, or crippled who are 
brought to them. When all other resources fail, 
the hospitals become homes of hope, those quiet 
houses of service where all who suffer may have 
rest and relief. This service moves on without 
interruption through the usual experience of com- 
munity life. 

But when disaster visits, whether it be brought 
by waters in a relentless flood, by cyclone and 
hurricane destruction, by wreck of rail trains, 
busses, or the falling airplane, or when a powerful 
explosion destroys the lives of hundreds of school 
children and tears and wounds hundreds more who 
survive, as was the experience of the New London, 
Texas, high school, then, in such times of anguish 
and distress, the hospital serves its people. 


Many days before the disaster, in Tyler, Texas, 
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near the site of the explosion, the Catholic Sisters 
of Nazareth were preparing for the formal open- 
ing of the newly completed Mother Frances Hos- 
pital. When the explosion occurred the Sisters 
assembled a staff of physicians, nurses, and other 
employees and filled their hospital with the 
wounded children brought from New London. 
They were placed in the new rooms and wards 
and given every care. 

The other hospitals near New London took in 
every patient brought to them, and within a short 
time after the disaster each injured child was un- 
der experienced care in a good hospital. 

And this is how our hospitals serve their com- 
munities. 
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Hospital Service in 1936 


“The largest number of beds in hospitals and 
the greatest number of patients admitted—as well 
as the greatest average census in hospitals—were 
among the all time records established by the 
annual Census of Hospitals,” says the Journal of 
the American Medical Association in its Hospital 
Number, March 27. 


The Council of medical Education and Hospi- 
tals has just completed its great work of compil- 
ing the statistics of hospital service in the United 
States for 1936. No other published report is as 
complete in detail or as authentic in source as is 
the annual Report of this Council. In compiling 
and publishing these statistics, the American 
Medical Association, through its Council on Medi- 
cal Education and hospitals, is rendering a real 
service to the public, the medical profession and 
the hospitals. 

Continuing the Council report, the Journal says 
“The number of admissions for the year were 
8,646,885, being 929,731 more than the preceding 
year (a gain in admissions of 10.8 per cent). 

“The number of babies born in hospitals 
reached 831,500, an increase of 69,152 over the 
preceding year (a gain of 8.3 per cent). 

“The number of hospital beds has mounted to 
1,096,721 as compared with 1,075,139 for the pre- 
ceding year (a gain of 25,582, all figures exclusive 
of bassinets) . 

“The 4,207 general hospitals admitted 7,755,848 
Patients, or 89.69 per cent of the 8,646,885 pa- 
tients admitted during the year. The average 
stay per patient in the general hospitals was 13 
days. 

“General hospitals had an average of 144,880 
empty beds in 1935, and 130,947 in 1936. 

_ “The number of hospitals decreased from 6,246 
m 1935 to 6,189 in 1936 (while the total of hos- 
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pital beds increased 25,582, slightly larger than 
the ten years average increase of 25,042 beds.) 

“The total of patient days in all hospitals ag- 
gregated 332,516,856 distributed as follows: 
99,426,828 in general hospitals and 233,090,028 in 
chronic domiciliary and custodial institutions and 
in special hospitals.” 

In the voluntary hospital group there has been 
an increase in number from 2,640 to 2,711 and in 
bed capacities from 268,568 to 275,874. They ad- 
mitted 5,258,772 patients in 1936 against 
4,477,515 in 1935. Their average census increased 
from 167,680 in 1935 to 181,547 in 1936. 

Three thousand four hundred and fourteen 
hospitals employed 6,705 clinical laboratory tech- 
nicians, 2,878 hospitals employed 4,331 dietitians, 
792 hospitals employed 1,809 occupational thera- 
pists, 1,302 hospitals employed 2,382 physical 
therapists, 1,419 hospitals employed 1,901 phar- 
macists, 394 hospitals employed 484 dental hy- 
genists. 

There were 1,478 nursing schools in 1936 
against 1,478 in 1926, a shrinkage of 677, while 
the number of students enrolled was 72,174 in 
1936 against 76,527 in 1926, a reduction of only 
4,353 students during the ten year period. The 
average number of students enrolled per school 
increased from 36 in 1926 to 48 in 1936. 

“The total of interns appointed in hospitals 
was 5,510 in 1936; they served a total of 107,999 
months or an average length of service of 15.6 
months.” 

From these statistics it is apparent that the 
trend of demand for hospital service is increasing 
and at least is as great if not greater than the in- 
crease in the number of hospital beds. 

The indicated present bed occupancy approaches 
75 per cent in voluntary hospitals practically all 
of which are general hospitals. An average bed 
occupancy of 80 per cent to 85 per cent in general 
hospitals is close to the occupancy at which hos- 
pital efficiency and the desired renovation, and 
repair of rooms, wards, furniture, and equipment 
may be maintained. 

While it is not particularly emphasized still the 
desired trend of increasing facilities, and bed ca- 
pacities of existing hospital, rather than building 
new hospitals is evidenced. The statistics indi- 
cated that approximately 90 per cent of the in- 
crease in patient beds, is in existing hospitals as 
against 10 per cent in new institutions. 


HOSPITALS appreciates the courtesy extended 
by the Journal of the American Medical Associa- 
tion and particularly of Dr. W. D. Cutter and Mr. 
Homer Sanger of the Council of Medical Educa- 
tion and Hospitals in making this very interesting 
and valuable report available. 
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Patients’ Rooms and Wards 


H. ELDRIDGE HANNAFORD, A.I.A. 


Samuel Hannaford & Sons, Architects, Cincinnati, Ohio 


unit”—consisting of patients’ rooms and wards 

properly grouped around convenient service 
facilities—is the basic consideration. Until the 
number, type, classification and allocation of all 
patient beds have been determined and a satis- 
factory type of unit and grouping of units have 
been developed all other phases of the new hospi- 
tal plan are of secondary importance. 


This article will deal only with the planning 
of rooms and wards which accommodate the 
“usual” hospital cases. Such departments as con- 
tagious units, nurseries, isolation suites, etc., 
which—though technically classed as “‘wards and 
rooms’—are highly specialized units and are de- 
serving of separate study. 


[’ THE planning of every hospital “the nursing 


The size of the ordinary nursing unit is about 
twenty (20) beds. Such a group can be adequate- 
ly handled by one supervisor and three or four 
floor nurses and one set of floor services—central 
to the unit—will be adequate. 


A typical patients’ floor consists of one or more 
“nursing units,” which in turn may be made up of 
ward units, private rooms, semi-private (2 bed) 
rooms or a combination of the three types of 
accommodations. 


As a general rule it is preferable to segregate 
the wards (units of 3 or more beds) from the 
private or semi-private rooms by putting them 
all on the lower floors of the hospital or, in the 
larger institutions, establishing them in separate 
wings of pavilions. 


Location 


The preference of location on the floor plan, 
insofar as orientation, exposure, and view are 
concerned, is naturally given the patients’ quar- 
ters. Every ward or room should be so located 
as to receive sunlight at some time during the 
day and should have as pleasant an outlook as 
possible. 


Area and Cubic Contents 


The amount of floor space and cubic contents 
per bed per room, is usually prescribed by the 
various building codes, but good practice seems 
to indicate the following minimum standards. 
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Floor Areas, in Sq. Ft. 


Wards and Adults Children Babies 
Semi-Private Rooms. 85- 90 60- 65 40- 45 
Private Rooms 95-100 70- 75 50- 55 


Cubic Contents in Cu. Ft. 


Wards and 

Semi-Private Rooms 850-900 600-650 400-450 
Private Rooms 950-1000 700-750 500-550 

It must be remembered that the above are 
minimum requirements and should be so consid- 
ered. In most cases these minima will auto- 
matically be exceeded due to the fact that the 
planning of the areas for their furniture, equip- 
ment, and proper circulation will develop some- 
what larger areas than those meeting the above 
schedules. 


Private Rooms 


The private room is the patient’s home while 
in the hospital and every effort should be made 
to make it as attractive as is consistently possible. 


Size—Private rooms vary considerably in size 
but a room 10’ 0” wide x 15’ 6” deep with a 9’ 0” 
high ceiling will usually be quite adequate with- 
out being wasteful of space. 


Floors—Floors may be of terrazzo, cement, 
rubber, composition, or (less preferably) wood. 
Terrazzo makes an excellent floor. 


Around the room provide a coved base of im- 
pervious material finishing flush with the plaster 
wall face except where the bed abuts the wall. 
At this point provide a projecting base to form 
a bed stop to protect the wall. 


Walls—Walls should be smooth finish plaster 
with external and internal corners slightly 
rounded and a small cove along junction lines of 
walls with ceiling. If funds permit it is desirable 
to tile the wall area around and behind the lava- 
tory as a protection against splashings. 


Walls should be finished in an eggshell or semi- 
gloss enamel in light tones of ivory, tans, flesh 
tints, or warm gray. 


Windows—The windows should be designed to 
give ample ventilation and light and with ref- 
erence to the bed, should be located to avoid 
drafts across the upper portions of the patient. 
A ratio of one (1) square foot of glass area to 
nine (9) or ten (10) square feet of floor area 
will usually be adequate for window size. 
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Figure 1 











DRESSER House Door 
1 
ae 


ie oo \ 
ROOM 10-0%15-0, CEILING \ 
9-2 WGN. 13275 Cu. Fr. \ SIGNAL Liget 
MINIMUM GLASS AREA = 18. FS C 
OF GLASS To D&QM. OF FLgor AREA 

VINDOV SILL HEIGHT. 2G ls 


CHAI? 











ie. 
ae LiguT Seren ~<a 


( ALTERNATE) FAN ——+' 
DED 7 


RADIATOR. 











BSORBENT CURVED CEILING. 


DiRECT INDIRECT 

LIGHT BRACKET Fi ecreic, Ouruem 
\ {Siena Switcn. 
Dep Stop TELEPHONE AND 2 
AT FiCcR»\ | Pagio 4 ataane CLOSET 





COP BADOR, 


Sound sion Feet Ve. 

















‘TYPICAL: PRIVATE - PATIENTS - BEDRGDM - 











| 
SIGNAL Swica V | 
TELEPHONE AND 
RADIO | 
DIRECT LIGHT ‘FOLDING | 


DEI ) N | 














CORRIDOR. 
Floor. LiGut 


be 


ALTERNATES 
CEILING Lica] 














RADIATOR, 








ROOM 12-0 x 15-0, CEILING 

9-2 WiGN=1G50 Cv. Fr. y 

MiniiMUM GLASS AREA =18Q. FT. Sionat Light (CL) 
OF GLASS TO 95q. FY. OF Floor AgeA/ “ 
Windov Sit HEIGHT 2-6" / 

















( 





Etout Frey Vive. 
Sound ABSORDENY CURVED CEILING 


4 


CORRIDOR, 











y 





- TYPICAL - SEMIPRIVATE - PATIENTS - DEDRGDM - 











Figure 2 


HOSPITALS 





Al iC lh lO, OF 


———? — eC Ce 





The head of the window should extend to 
within about eight (8) inches of the ceiling and 
the sill should be thirty (30) to thirty-six (36) 
inches above the floor. 


Windows of the box frame sliding sash type 
either in wood or metal seem to be best suited 
for hospital use, although there is on the market 
a sliding sash type window with pivoted sash 
which has many excellent points in its favor. 


If the box frame type be used the bottom rail 
of the lower sash should be at least five (5) 
inches deep and extend down below the top of 
the stool one and one-half (114) inches so that 
a slight lifting of the lower sash will create an 
opening at the meeting rails and provide venti- 
lation without having a draft at the sill line. 


Window stools or inside sills should be of 
marble, slate, or metal. Jambs and heads should 
be of plain plaster without trim. 


Screens and Blinds—Screens should be the 
full area of the opening and of the top hinged or 
roll-up type. Venetian blinds should be pro- 
vided in preference to roller shades or awnings. 


Doors—Doors to patients’ rooms should be not 
less than 3’8” wide x 7’0” high x 134” thick. 
This size door permits easy handling of a bed or 
stretcher through the opening. Doors should be 
of flush (slab type) construction free from pan- 
eling or moulds of any sort. 


In addition to the room door, it is often desir- 
able to install, on the corridor side of the open- 
ing, a screen or dwarf door approximately 4’6” 
high constructed of 134” thick stiles and rails 
(with middle stile for stiffness) and panels of 
washable fabric hung on removable top and bot- 
tom brass rods. The door should be set in the 
opening with the bottom rail 18” above the floor. 
The use of this screen door permits the room 
door to stand open for ventilation without loss 
of privacy to the patient. A secondary advan- 
tage is the elimination of transoms and also the 
elimination of a shut-in feeling on the part of the 
patient. 


As a variant of the dwarf door, top and bot- 
tom hinged panels may be arranged in the room 
door which panels may be opened when desired 
and make—in effect—a dwarf door out of the 
room door. 


The room door should be hung on three heavy 
loose-pin butts and provided with a door check 
arranged to quietly and positively close the door, 
also to hold the door open at 90 degrees. On the 
Inside face of the room door provide an arm 
hook and—on the corridor face—a flush type cup 
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pull and mortised dead lock for use when the 
room is empty. No knob latches or other devices, 
which may be at all noisy in their operation, 
should be used on doors. 


The dwarf door—if used—should be hung on 
gravity-type hinges, which keep the door nor- 
mally closed, and should be equipped with an 
arm hook on the corridor side and two rubber 
bumpers on the strike side of the door to deaden 
any noise when the door closes against its frame. 
Provide a small bronze card holder (for patient’s 
name) on the corridor side of the top rail of the 
dwarf door. 


Door Frames—Door frames should be made of 
bent plates of pickled steel not less than No. 14 
gauge thickness. Frames should finish flush with 
the surrounding plaster and be entirely without 
moulds or projections. Frames should be se- 
curely anchored to floor construction, but the 
bottom ends of frame proper should be cut off 
at the line of the top of the adjoining base thus 
permitting the base (usually of terrazzo or other 
impervious material) to be carried through the 
opening as a mop strip. Where the metal of the 
frame is carried to the floor, continuous mopping 
will start corrosion of the metal, hence the fore- 
going suggestion. At top of frame, on corridor 
side, paint room number. 


Room Arrangement—In laying out the furni- 
ture place the bed so that the light comes in on 
the patient’s side (preferably the left) and ar- 
range a clear space around three sides of the 
bed. 


Starting from the outside wall the usual ar- 
rangement is as follows—Directly in front of the 
window, and level with the window stool, place 
the radiator. Next locate the bed with its long 
axis parallel to the outside walls and set about 
3’0” away from it. About 3’0” away from the 
bed place the lavatory and between the bed and 
lavatory locate the bedside table. In the corner 
of the room, on the same side as the lavatory, 
place a closet at least 3’0’” wide x 20” deep clear 
inside dimensions. 


Other furnishings, in addition to the above, 
should consist of two or three washable scatter 
rugs, dresser and mirror, one straight chair, one 
easy chair and footstool, and one overbed table 
(for reading and serving meals) with adjustable 
book rest. 


Electric utilities should be provided as follows 
—reading lamp; nurses’ signal outlet; radio out- 
let; convenience receptacle for portable lamp or 
warming pad; fan outlet (unless room is com- 
pletely air conditioned) ; night light (placed be- 
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Figure 4 
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low the level of the bed) ; and eeiling or sidewall 
) lighting fixture. Switches should be noiseless in 


operation. 

Lavatory should have foot-pedal or elbow-action 
valves. 

Beds should be adjustable as to patients’ posi- 
tion and should have 5” casters with locking de- 
vice at head and foot. 


If funds are available air-conditioning should 
be considered; also outlets for telephones (on 
jacks) for those desiring telephone service. 


A signal telephone system, permitting the pa- 
tient to speak directly with the Floor Nurses’ Sta- 
tion through a microphone and speaker, may be 
used instead of the usual Nurses’ Calling System. 


Room Toilets and Baths 


The question as to whether or not toilet and 
bath facilities in connection with private and 
semi-private rooms are necessary is highly de- 
batable and many able opinions pro and con have 
been expressed. 


It is the general feeling that the strictly pri- 
vate bath is an unnecessary luxury in the ordi- 
nary hospital, and, if used at all, should be pro- 
vided only with a few de luxe rooms where the 
occupant demands such accessories and is willing 
to “pay the freight.” 


As a compromise it may be well to provide 
private toilets and a common bath between the 
two rooms at the ends of the private room floors. 


Toilets, however, seem to be desirable, par- 
ticularly where the toilet is arranged for bed pan 
disposal and washing. A toilet unit located be- 
tween two rooms and arranged for joint use by 
the occupants thereof will usually justify itself 
economically and will materially increase the effi- 
ciency of the floor nursing service. 


In toilet compartments place hand grips in 
walls on either side of water closet and extend 
Nurses’ Call System to toilet compartment for 
emergency use. 


Semi-Private Rooms 


These rooms are arranged to care for two pa- 
tients, and furnish an accommodation for the 
type of patient who cannot afford a private room 
but can afford to pay some nominal amount and 
is unwilling to enter a ward. 


A semi-private room size of 11’0” to 12’0” in 
Width x 15’6” deep with a 9’0” high ceiling will 
Meet all area and cubage requirements and will 
permit of proper arrangement. 

Semi-private rooms should be the same as pri- 
vate rooms in all respects except that 18” x 18” 
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recessed metal lockers may be used in lieu of the 
closet, and—of course—beds, bedside and over- 
bed tables, chairs and electric service outlets will 
be in duplicate. 


Privacy between the beds, when required, may 
be secured by curtains on trolleys suspended on 
ceiling-hung rods. 


Wards 


The ward is really a public dormitory for the 
less fortunate patients. Its size will, naturally, 
be determined by the number of patients to be 
accommodated. 


In years past it was customary to build large 
open wards each containing from twenty to thirty 
beds. Little thought was given as to privacy; 
the patients were just “one big happy family ;” 
and each individual ache, pain, sneeze, or groan 
became common property to be enjoyed—or re- 
sented—by the other occupants as their own con- 
dition warranted. Then, too, from the very na- 
ture of the large open ward area, ceilings 11’0” 
or 12’0” in height became almost mandatory to 
give any proper proportion to the room and thus 
cost was increased. 


The present-day tendency to develop three, 
four and six bed wards has many points in its 
favor. Lower ceilings can be used, a more flex- 
ible grouping of patients as to sex, race, segre- 
gation of types of illness can be secured; and a 
greater sense of privacy is felt by the occupants 
of the smaller units. 


Areas of 17’0” x 15’6” for a three-bed ward; 
22’0” x 15’6” for a four-bed ward and 34’0” x 
15’6” for a six-bed ward (all with a 9’0” or 10’0” 
ceiling) will prove adequate. 


Floors, walls, windows, screens and _ blinds, 
doors, and door frames as already discussed for 
private rooms should apply to wards as well. 


Each bed position should be serviced with its 
own electric utilities and a built-in metal locker 
should be provided for each patient. At each 
bed, in addition to bedside and over-bed tables, 
provide one straight chair for a visitor. 


The lavatory should be centrally located with 
reference to the bed grouping and shelves and 
mirror should be provided over it. 


Beds should be separated by glazed cubicle par- 
titions or by curtains as suggested for semi-pri- 
vate rooms. : 


The inclusion of open balconies or porches off 
the wards (when funds permit) is recommended. 


Near the wards provide a day room and—if 
possible—a small dining room for convalescent 
patients. 
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A sub-utility room between wards is a great 
convenience, and where “group nursing” is em- 
ployed, essential to proper nursing service. 


Isolation Rooms 


In connection with wards provide quiet or iso- 
lation rooms into which can be moved the deliri- 
ous, dying or contagious suspect. 

A very good arrangement is to have one or 
two such rooms “sandwiched” between wards; or 
a small block of single rooms can be located in 
about the center of the ward group. 


Reference to Drawings 


Supplementing the text of this article the 
writer has prepared some drawings which should 
help the reader by clarifying and amplifying 
some of the points discussed. 

Figure 1.—Several suggested arrangements of 
private, and semi-private rooms and wards, sepa- 
rate and in combination; also with and without 
toilet and bath facilities. 

Figure 2—Schematic plans of private and semi- 
private rooms showing furniture arrangement. 

Figure 3—Detail section of window showing 
ventilating feature. 


— 


Figure 4—Room doors and dwarf door with 
variations. 

Figure 5—Bath and toilet combinations for 
private and semi-private rooms. 

Figure 6—Comparison of large open ward with 
equivalent area sub-divided into four bed wards, 

_ Figure 7—Ward and adjoining sub-utility room 
for group nursing. 

Figure 8—Partial plan of a children’s section 
showing cubicled wards; services; and small iso- 
lation section. 

After all is said and done the problem of prop- 
erly planned rooms and wards resolves itself into 
knowing definitely, in advance, just how the room 
is to function and what sort of accommodations 
will be required to best meet community needs. 
With these points once established the actual 
planning of each unit and the proper combination 
of these units into a coordinated group becomes 
relatively simple. 

Any of the various suggestions given in this 
article must—in order to prove helpful—be in- 
telligently applied to the specific problem in hand 
as there can be no “one best way” of doing an 
thing if we are to progress. 
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Physical Therapy in the Modern Hospital 


CLAUDE L. PAYZANT, M.D. 
Department of Physiotherapy, Quincy City Hospitals, Quincy, Massachusetts 


physical measures of patients in hospitals 

must have recognition. In all teaching hos- 
pitals a physical therapy department has become 
a necessity, not only from the treatment angle, 
but as a teaching unit for increasing knowledge 
in the newer branch of medicine. 


T= increasing demand for treatment by 


In the past twenty-five years physical therapy 
has become a sort of lusty infant whose cries have 
been heard through the medical profession and 
must be given a place in the sun. 


Historically, the Great War gave it as a treat- 
ment specialty its first real start as a part of hos- 
pital practice, and there has been continuous 
development of its many advantages since. 


The Importance of Location 


The importance of the location of a physical 
therapy department in a hospital is .a subject 
which has not been given proper consideration 
until recent years. Whenever possible, space in 
the upper part of the building should be used. 
The difficulties of air conditioning a basement 
are now understood and the fact appreciated that, 
aside from a bad psychological influence, bad air, 
poor light, and a depressing environment do much 
to inhibit the beneficial effects of physical ther- 
apy. However, it is better to give a physical 
therapy unit some space than none. 


The Personnel 


After space has been allotted the question of 
personnel is of great importance. Instruction of 
the subject of physical therapy in medical schools 
has not as a whole kept pace with the develop- 
ment in this therapeutic field. Growth in devel- 
opment of apparatus and technic have been too 
rapid to be properly evaluated as to end results, 
but infants, even therapeutic ones, grow fast and 
we must try to keep pace with them. 


The Department Chief 


No unit should be established in hospital work 
until a careful selection of a chief physician has 
been made. Such a man must be well grounded 
in the subject and have had at least several years 
in active general practice before entering this 
field. He must have a temperament that will con- 
tent itself with spending his working time in the 
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field of subacute and chronic medicine. His expe- 
rience must have been broad enough to include a 
practical knowledge of the various specialties in 
order to know where physical therapy could be- 
come a valuable adjunct to a therapeutic problem. 
A thorough grounding in post-graduate training 
in the physics of physical therapeutic units is es- 
sential, as well as the knowledge of the therapeu- 
tic effects of the many modalities this work offers. 
He must also be an expert technician. In justice 
to the hospital and its patients, he must be famil- 
iar with the limitations of its therapeutic possi- 
bilities. 

It is essential that he cooperate in attendance 
at staff meetings so far as his time permits, and 
to contact those in charge of the various services 
as they rotate during the year. Much of his avail- 
able time should be spent in contact with the ac- 
tive staff members so they can question him rela- 
tive to their clinical problems, and he must be 
competent to give a definite opinion from his an- 
gle as to the probable value of any physical thera- 
peutic suggestion he may offer. No staff will co- 
operate with him unless he cooperates with them, 
and if he does not, many patients will be deprived 
of an opportunity for valuable additions to their 
treatment. If the amount of work the hospital 
has warrants it he should be employed for his 
full time. 


A physical therapy department does not realize 
its possibilities in the hands of a physician major- 
ing in another specialty such as orthopedics or 
roentgenology. The technicians should be grad- 
uates of a first-class physical education school, 
or better, from a university offering training 
for this field of work. The training of nurses 
is not of a character furnishing the necessary 
background for this work, and those graduates 
in nursing who have taken courses of various 
lengths in my experience do not become, as a rule, 
valuable workers in this field. Of course, there 
have been a few exceptions, but it is best not to 
encourage a graduate nurse to spend her time 
and money to acquire this training unless she can 
go to a university, take a B.I. course and major 
in physical education. Such a training would be 
ideal, if not practical. 


Charges 
Suitable charges should be made for services to 
carry the expense of salaries and depreciation of 
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equipment, which is rapid. On account of the de- 
velopment of new and better models of machines 
many replacements have been made, especially in 
apparatus devoted to production of radiant en- 
ergy. 

Minor repairs can be done by the maintenance 
department of most hospitals. 


A new nomenclature has developed in relation 
to this form of medical work. It is a long step 
from the old term Physical Therapy Department 
to that of Department of Physical Medicine. 


It appears fitting to include in the scope of this 
paper some of the reasons why a physical therapy 
department should be a unit in the service offered 
its patients by a modern hospital. 


Therapeutic Lamps 


The health hunting public have invested many 
hundreds of thousands of hard-earned dollars in 
therapeutic lamps of the infra-red and ultravio- 
let class. A very large percentage of this equip- 
ment is of little value, or worse than useless, for 
the reason that much of it is therapeutically of 
negligible value, or the danger involved by its use 
for what may be a serious condition calling for 
an entirely different procedure. Self-dosing with 
physical therapy units is as bad as self treatment 
of proprietary medicines. Hospitals can do much 
to discourage this evil. 


A small number of treatments given by an ex- 
pert technician with effective ultraviolet or in- 
fra-red generators yields the patient much more 
valuable therapy for less money, and hospitals 
should be equipped to furnish this service. 


The brilliant result achieved by ultraviolet 
therapy in the treatment of erysipelas is an out- 
standing achievement of modern physical ther- 
apy. 

It is of utmost importance that ultraviolet gen- 
erators be frequently checked for burner effi- 
ciency, and dosage tables adjusted on the basis of 
these observations. Inefficient burners should be 
promptly replaced so that useless treatment may 
be avoided. Thousands of valueless treatments 
have been given from exhausted ultraviolet burn- 
ers. 


Infra-red treatment is of great value for upper 
respiratory infections. In cases requiring quick 
heating of the body surface inducing counter irri- 
tation, it is of value. As a method of baking 
affected joints there is much to be said in favor 
of its use. 


Hydrotherapy 


Hydrotherapy equipment can be used to great 
advantage in a hospital. Its usefulness is seldom 
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given the consideration it deserves by the genera 
staff. Probably no treatment given in a hospital 
to an ambulatory patient adds more to his senes- 
thesia than a general hydrotherapy, including a 
scotch douche, followed by massage. 


The treatment of peripheral infections, after 
drainage has been established, by whirlpool baths, 
is so great an improvement over the usual anti- 
septic soak given in the ward that it would not 
fail to impress any surgeon observing its results, 


Electrotherapy 


In the field of electrotherapy there have been 
great advances made in the last twenty years. 
The tendency is at present to forget the proved 
value of older forms, such as treatment by static 
electricity, galvanism, and even the sinusoidal 
currents. These things all have their place in 
modern clinics. 


Conventional or long wave diathermy held 
prominence for a decade. Much good work was 
done in this field and its therapeutic value estab- 
lished. 


Manufacturers of physical therapy equipment 
would rather we forgot these things and have us 
junk our long wave machines for the modern 
short and ultra short wave apparatus. They have 
a definite field of usefulness not included in short 
wave therapy and should not be discarded. 


I am enthusiastic about the advantages of short 
and ultra short wave therapy. In many cases it 
offers a distinct advantage over the old method. 
The ease of technic is a distinct advantage. The 
more rapid and more efficient heating of deep 
structures is a distinct advantage. It has its 
place in modern physical medicine, and when 
many of the extreme claims for it have been aban- 
doned and its actual value has been determined, 
we will have a secure and effective therapeutic 
weapon. Much of this work has been done, and 
no hospital can be said to be adequately equipped 
without it. 


Suction pressure therapy of peripheral vascu- 
lar diseases is a more recent development in this 
field. It also will have a definite area of useful- 
ness and it is a valuable adjunct in the problem 
of increasing peripheral metabolism. 


Artficial Fever Therapy 


Ten years ago the possibilities of artificial fever 
therapy was a matter of academic interest, but 
today such therapy is a part of that offered by 
the efficient hospital. Those of us who witnessed 
the early attempts to elevate body temperature 
in a normal individual with diathermy, were im- 
pressed with the fact that a new field of activity 
was opened for physical therapy. Fifteen years 
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ago we were treating multiple sclerosis with a 
spinal diathermy. Today we know that in indi- 
cated cases, thermal therapy is a useful method, 
and treatment by an effective machine in the 
hands of a competent personnel is a marked step 
forward toward hope for these unfortunates. In 
our hospital we use a cabinet built in our service 
department using radiant energy as a source of 
fever indication, where formerly we used dia- 
thermy. A cabinet admits a certain degree of 
freedom of motion not granted the patient by 
the diathermy or blanket method. In a general 
hospital we see comparatively little neurosyphilis 
and much has been accomplished in the treat- 
ment of these cases by the thermal method. A 
few cases of bronchial asthma have been ma- 
terially improved, but so far our results with 


fever therapy in arthritis have not given as much 
encouragement, except in certain forms. Our 
best results have been in the treatment of mul- 
tiple sclerosis. 

In conclusion, in its present stage of develop- 
ment, a department of physical therapy is a valu- 
able and necessary adjunct to the modern hos- 
pital. The public now expect to find it in your 
institution. It is a necessary unit in the teach- 
ing offered your interns and nurses. It is po- 
tentially the field for greatest advance in future 
medicine. Its value, therapeutically, has been es- 
tablished in our best and most progressive hos- 
pitals. Its activities should be in the hands of a 
physician devoting the larger part, if not all, of 
his medical work in this field, and not as a minor 
activity of another special department. 








Striving for Perfection in a Small Hospital 


FRIEDA UPPENDAHL, R.N., Superintendent 
Sterling Hospital, Sterling, Kansas 


T HAS BEEN STATED that the highest 

standard of civilization is judged by the ef- 

forts of research and care given for the al- 
leviation of pain and suffering and the prolonga- 
tion of life. 

The modern American hospital is represented 
in the small hospital in the rural community as 
well as in the large hospital in the city. Life is 
just as precious to the plainsman as to the mil- 
lionaire and both should have excellent care. Our 
present method of travel by automobile, rail, and 
airplane is quite hazardous and frequently brings 
people of all walks of life to our door for expert 
emergency treatment to keep the spark of life 
glowing which would fade away if a hospital in 
a distant city would have to be reached. 

Sterling hospital is a twenty-bed general hos- 
pital in a rural community located in a small town 
of twenty-two hundred inhabitants, and has an 
open staff. During the past four years we have 
admitted approximately twenty-one hundred pa- 
tients, an increase of almost one hundred admis- 
sions a year, and have had a mortality rate of 
1.9 per cent. 

Thirty-four per cent of the admissions are pa- 
tients who are referred to the surgical division 
and during this four-year period we have had but 
one post-operative infection, which occurred in 
the case of a sixteen-year-old patient, who man- 
aged to tear off the dressing and infected the 
wound by scratching. The surgical mortality rate 
18 One per cent. During the past year we have 
not had a surgical death. 

The obstetrical department is not very active. 
However, the majority of maternity cases come 
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to the hospital. We have had one hundred 
twenty-five deliveries; no mortality or puerperal 
infection among the mothers, and only four 
deaths among the babies; one still-born, and three 
with congenital malformations which made it im- 
possible for them to live. 

The greatest mortality rate comes under the 
medical service. This is three per cent. The 
majority of deaths occurring among patients 
brought to the hospital so they may have the 
greatest comfort and care the last few days or 
weeks of their lives. 

Another interesting phase to hospital admin- 
istrators is the fact that our hospital rates have 
been very moderate. We have maintained the 
usual salary standards for our employes and have 
expended considerable amounts on building re- 
pair and re-decoration, and have not gone into the 
red. We do not have any considerable financial 
support from our community in the way of gifts 
or benefactions, but will receive more as our com- 
munity prospers. Our people have been very 
loyal in patronizing our hospital. 

For the past two and one-half years we have 
had graduate nurse service. Previous to that we 
had student nurses. Four years ago we discon- 
tinued the admission of students; however, those 
who were enrolled were permitted to complete 
their course in nursing. The graduate nurse serv- 
ice has been most satisfactory. 

The past four years have been interesting and 
busy, with much satisfaction gained from our bit 
of success. Perhaps it was luck, destiny, or call 
it what you may; the shadows were dark at times, 
however, there was a God somewhere. 


87 





Atlantic City—1937 


Convention Committees Appointed 


sociation will be hosts to the Thirty-ninth 

Annual Convention of the American Hospital 
Association at Atlantic City in September. The 
president of the State Asociation, Mr. Edgar C. 
Hayhow, and the president-elect, Miss Eleanor 
E. Hamilton, have announced the personnel of the 
local committees that will continue through the 
Convention. 


Tee members of the New Jersey Hospital As- 


Plans are rapidly being formulated by section 
officers, New Jersey committees, and officers of 
the American association for the program and 
activities of the Convention. Atlantic City has 
always attracted the largest attendance of mem- 
bers and the best exhibits of both technical and 
educational interest. With annual reports of hos- 
pitals throughout the Country reflecting the 
greatly improved conditions of 1936, and with 
hospitals showing universal interest in the re- 
habilitation of their plants and improvement of 
their service, this Convention should be an out- 
standing one in Association history. 


The mammoth Atlantic City Auditorium will 
permit the entire Convention—both meetings and 


exhibits—to be housed on one floor. Upon enter- 
ing the Auditorium there will be registration in 
the foyer. To the right and left front of the 
exhibit floor will be two large assembly rooms, 
At approximately the center of the exhibit floor, 
on either side, will be two additional assembly 
rooms especially constructed for this Convention; 
while at the far end of the exhibit floor are located 
two permanent rooms for the use of the Nurse 
Anesthetists and American Occupational Ther- 
apy associations. In the space encompassed by 
these six meeting rooms, both the technical and 
educational exhibits will be displayed. Communi- 
cation between meeting halls and through exhibits 
will be most convenient and accessible. A large 
lounge will be provided in the center of the ex- 
hibit floor, and lounges at the far corners, for the 
convenience of members and guests. All meet- 
ings will be held at the Convention Hall, with the 
exception of the evening meetings which will be 
held at The Ambassador hotel—the headquarters 
hotel for the Convention. 

Make your plans now to attend the Atlantic 
City Convention, from the thirteenth to the 
eighteenth of September. 
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NEW JERSEY HOSPITAL COMMITTEES OF THE 
ATLANTIC CITY CONVENTION 


General Chairmen 
Commissioner William J. Ellis, Honorary Chairman 
Edgar C. Hayhow, Chairman 
Eleanor E. Hamilton, R.N., Vice-Chairman 


Executive Committee 


Eleanor E. Hamilton, R.N., Chairman 
J. Douglas Colman John R. Howard, Jr. 
Ruth Coon, R.N. F. Stanley Howe 
Emil Frankel, Ph.D. Reverend John G. Martin 
Edward Guion, M.D. George D. O’Hanlon, M.D. 
Fred W. Heffinger Charles H. Young, M.D. 


Reception Committee 
George D. O’Hanlon, M.D., Chairman 
Florence P. Burns, R.N., Vice-Chairman 


Margaret Ashmun Commissioner William J. Ellis, Ph.D. 
Sister Mary Clare Charles H. Young, M.D. 
Mrs. Mary Stone Conklin, R.N. 


Entertainment Committee 


John R. Howard, Jr., Chairman (Golf) 
J. Berkley Gordon 
Ellis Smith, M.D. 


Local Arrangements Committee 


Edward Guion, M.D., Chairman 
Nellie C. McGurran, R.N., Vice-Chairman 


Samuel B. English, M.D. Ralph Glover, Ph.D. Guy Payne, M.D. 


Publicity Committee 
Fred W. Heffinger, Chairman 
Reverend John G. Martin, Vice-Chairman 
Le Roi A. Ayer (Press) W. Malcolm MacLeod 


B. S. Pollak, M.D., (Radio Communications) Joseph R. Morrow, M.D. 
Earl H. Snavely (Service Club Addresses) 


President’s Session 


Charles H. Young, M.D., Chairman 
Thomas Howell, Vice-Chairman 
Ruth Coon, R.N. Sarah Van Gelder, R.N. J. Berkley Gordon 


Banquet and Ball Committee 
J. Douglas Colman, Chairman 
Ruth Coon, R.N., Vice-Chairman 
Charles Dwyer Thomas J. Golden 
Frank B. Gail Reverend John G. Martin 
Major George J. Giger Earl H. Snavely, M.D. 


Committee on Clinical Demonstrations 
F. Stanley Howe, Chairman 
Reverend John G. Martin, Vice-Chairman 


Cora E. Gould B. S. Pollak, M.D. 
Edward Guion, M.D. Louis Roth 


Committee on Technical and Educational Exhibits 
Emil Frankel, Ph.D., Chairman 
Commissioner William J. Ellis, Vice-Chairman 


O. N. Auer (Hobby) Florence Dakin, R.N. (Nursing) 
Eva Caddy, R.N. (Nursing) Frances Holden (Social Service) 
Charles Lee (Architecture) 
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Maintenance of Refrigeration Equipment 


W. W. FULLERTON, Sales Engineer 


York Ice Machinery Corporation, Boston, Massachusetts 


equipment may be divided into two types of 

systems, namely the Indirect System, and the 
Direct System. Let us take the Indirect Sys- 
tem first. 


T= subject of maintenance of refrigeration 


The Indirect System 


The Indirect System is one where the refrig- 
eration cools a liquid, usually brine either calcium 
or sodium chloride, which in turn is pumped to 
the point where the cooling is needed. This sys- 
tem is used in hospitals and public buildings in 
order to lessen the hazard created in case the 
refrigerant should escape from the system. The 
refrigerant in most cases used to cool the brine 
is either ammonia or CO,. In passing let me say 
a few words on the CO, system. This system 
before the advent of the so-called low pressure 
gases had the advantage over ammonia for hos- 
pital work since if it became free the panic haz- 
ard was not present since the CO, could hardly be 
detected by the ordinary person. However it is 
seldom used in modern installations since the op- 
erating costs are high, the discharge pressures 
from the compressors running from 1,000 to 
1,200 pounds per square inch gauge. May I sug- 
gest in passing that if you are operating a CO, 
system or an indirect or direct system more than 
ten years old it would be well for you to call in a 
representative from one of the companies who 
manufacture refrigerating equipment for CO., 
ammonia, and one or more of the low pressure 
refrigerants to look over your system in respect 
to reducing your operating costs. For the time 
being I will skip over the compression side of the 
indirect system and turn to the Brine Cycle. 


The indirect system as installed a few years 
past had the advantage over the direct system 
when a large number of refrigerated boxes were 
on the line or where the refrigerated units were 
widely separated. This system could be easily 
adjusted to give individual room control whereas 
the direct system was much more complicated. 
This case of control is now much simpler when 
using the low pressure refrigerants. 


The Brine Cycle 


The Brine Cycle for small installations as usu- 
ally found in the hospital are rather more ex- 
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pensive both in the initial cost and in the operat- 
ing cost since the added cost of operating the 
brine pump must be added to the cost of keep. 
ing the brine at the proper density, and the added 
upkeep of the pumping equipment. The oper- 
ator of a brine system should at all times keep 
his brine at a Ph value of 7.0. That is, the brine 
should be kept neutral, or slightly on the alkali 
side of neutral to prevent corrosion being set up 
in the system which will result in the deteriora- 
tion of the brine piping and the brine pump, ulti- 
mately resulting in costly replacements. Brine 
testing sets can be secured from several sources 
at a cost under $15.00. The brine in your sys- 
tem should be tested not less than once a year and 
preferably every time it is strengthened. 


The Direct System 


Now we will turn to the Direct System which 
is one in which the refrigerant is expanded di- 
rectly in the coils in the space to be cooled. This 
system may use CO,, ammonia, Freon-12 or any 
one of the other numerous refrigerants. I might 
say that CO, is almost never used in a direct 
system. 


Ammonia 


The most common refrigerant for this work is 
ammonia but, in present years, even though it has 
an advantage in its favor in regard to horsepower 
required to produce the standard ton of refrig- 
eration, it is giving way in hospital and public 
building use, in both general purpose refrigera- 
tion and in air conditioning, to its safer ally 
Freon-12, or if you desire Dichlorodifiuero- 
methane, Freon-12 is the safest known refrigerant 
as shown from tests of the Bureau of Mines, and 
is the only refrigerant that I know of which the 
United States Navy now allows to be used on its 
submarines. 


Care of the System 


Leaving the subject of Freon-12 and getting 
back to our topic, we have the compression end 
of the refrigeration cycle which is common to 
both the indirect and the direct systems. In the 
case of the CO, and ammonia systems we have 
to contend with the scale formed in the iron 
mains and coils of the evaporator, while in the 
low pressure refrigeration systems the mains and 
coils are nearly always copper. No matter what 
the system, the suction strainer should be cleaned 
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out at least once a year, and if ferrous pipe is 
present in the system considerable more care 
should be taken to see that the system is clean. 


Changing the Oil—Cleaning the Crankcase 


In all types of systems the oil should be changed 
at least once a year, and the crankcase of the 
compressor thoroughly cleaned of any sludge. 
With the investment that some of you have in 
your refrigeration systems and with the price 
of the best grade of refrigerating oil running 
lower than the poorer: grade of automobile oil, 
it would seem to be good economy to take the 
precaution of changing oil more often than is the 
common practice when one considers that the av- 
erage ice machine runs an equivalent of 40,000 
to 50,000 automobile miles per year. One remark 
on oil which I would like to make is that it will 
pay you dividends to buy the best grade of re- 
frigerating oil as it will result in less oil pump- 
ing with consequent higher evaporator tempera- 
tures, less non-condensible gases resulting in 
lower head-pressures and ultimately in lower op- 
erating costs. 


Condensers 


In connection with condensers let me say that 
they should be kept clean both in the gas side by 
draining out any oil and, on the water or air side 
by cleaning out the scale or dirt as the case may 
be. The oil which is lodged in the condenser 
should be periodically drained off and the con- 
denser should be purged of all air and non-con- 








densible gases. If your condenser is air cooled 
the finned section should be cleaned by brushing 
off the dirt and if compressed air is handy, it 
may be blown out. In case compressed air is not 
available the condenser may be washed out being 
careful not to wet the motor. In the case of a 
water cooled condenser it is necessary to shut the 
system down and ‘scrape the tubes. This type of 
cleaning and how often it is necessary to do this 
depends on the water used, as to its hardness and 
its scale forming tendencies. As a general rule 
with ferrous condenser tubes this is necessary 
once a year. 


Cooling Water 


From the condenser we naturally go to the cool- 
ing water in use. This may come from three 
sources, namely, city water, well water, or cool- 
ing towers. If it originates from the first or sec- 
ond source, nothing much can be done to prevent 
scaling unless you operate a large plant. Water 
treatment for the usual size hospital job is not 
economical. In the case of the cooling tower 
water the water may be treated and tested for 
the Ph value as your brine was. It too should 
be neutral. 


With the coming popularity of air conditioning 
in hospitals your refrigerating problems are en- 
larging as the same problems are encountered as 
in general refrigeration installations plus the 
added cleaning of air filters and the oiling and 
upkeep of more motors. 











Bellevue Opens New Laboratory for 
Tropical Diseases 


A new laboratory for sub-tropical and tropical 
diseases has been opened at Bellevue Hospital, 
New York City. 


A three years’ survey at Bellevue has shown 
that various tropical and sub-tropical diseases, 
parasitic infestations in particular, are common 
among the foreign population of New York City. 
They often remain undiagnosed because of lack 
of proper laboratory facilities. Many of the con- 
ditions are curable. In some instances, such as 
in hook-worm disease and trichinosis, small epi- 
demics may be forestalled or controlled. 


The new laboratory will be under the immedi- 
ate supervision of Dr. Douglas Symmers, general 
director of Laboratories of the Department of 
Hospitals, and will be in the immediate charge of 
Dr. Harry Most of the New York University Med- 
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ical College and Dr. Amanda Hoff of Columbia 
University, both graduates of the London School 
of Tropical Medicine. The services of this labor- 
atory will be available to hospitals throughout the 


department. 
—_—_—p—__—_. 


Air Conditioning in Remodeling 
a Hospital 


The benefits to be derived from proper air con- 
ditioning in the operating suite and in the new- 
born nursery have been so clearly demonstrated 
that these two sections must be included in the 
remodeling of a hospital. In the case of the op- 
erating room there is not only the question of 
control of infection, comfort, and welfare of the 
patient and comfort of the operating staff, but it 
is pretty well settled that the maintenance of a 
humidity of at least sixty per cent is the safest 
insurance against anesthetic explosions due to 


static. 








An Opportunity for Science— 


Cleaning Maintenance 


J. LINCOLN MacFARLAND, Superintendent of Laundry and Housekeeping 
The Woman’s Hospital of Philadelphia 


LEANING maintenance is exceedingly im- 
C portant in hospitals because of its direct 

effect on the health and comfort of the 
patients. Cleaning activities must be scheduled 
to coincide with the work of other departments. 
The intervals between cleaning operations depend 
on the particular requirements. Materials and 
equipment must be selected for economy and effi- 
ciency. The largest cost of cleaning maintenance 
is labor. Personnel must be carefully selected and 
thoroughly trained. 


Regardless of the size of the institution efficient 
cleaning maintenance calls upon every resource 
of the housekeeping executive. A knowledge of 
equipment, supplies, surfaces to be cleaned, regu- 
larity of cleaning, technique for cleaning, sched- 
uling, dispatching, job-analysis, time study, mo- 
tion study, and general management principles is 
essential. 

Briefly, supplies and equipment must not injure 
surfaces, must leave surfaces clean, and must not 
be excessive in cost or require excessive labor. 


Floor Machines 


Floor machines are of two principle types, the 
single-brush, and the twin brush. Either type can 
be obtained from numerous manufacturers in 
various sizes with spreads from eight to twenty- 
one inches. The superiority of either type is a 
matter for individual judgment but popularity 
would indicate a favoritism for the single brush 
machine. The size of the brush should depend on 
the size and openness of the areas to be serviced. 
To give maximum service the machine should be 
equipped with both scrubbing and polishing 
brushes. The use of the scrubbing disk on large 
areas is an important time-saver. Machines 
should be thoroughly cleaned and polished and the 
cord should be wiped at least weekly. The motor 
should be carefully greased every three months 
and the gear case should be filled monthly. Re- 
placement of worn-out rubber bumpers and motor 
guards is important for the protection of both the 
machine and surbases. The machine should not 
stand on the brush over-night. This causes the 
brush to spread unevenly and is responsible even- 
tually for the hopping of the machine when the 
brush becomes worn. 

Vacuum Cleaners 


Where there are large carpeted areas the daily 
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use of vacuum cleaners is necessary. The large 
commercial type vacuum cleaner is available for 
the large institution but generally the noisy 
operation of the machine prohibits its use in hos- 
pitals. Frequently the use of a greater number 
of domestic machines is more convenient. All 
domestic machines are essentially alike. The 
motor drives a fan which draws up air through 
the nozzle, creating a sufficient vacuum to draw 
dust and dirt to the bag. Often a brush, driven 
by a rubber belt from the motor shaft, is em- 
ployed to agitate the dirt. The construction of 
the domestic cleaner is so simple that almost 
anyone can dissemble the machine and when it is 
out of order easily find the failing part. The order- 
ing of the replacement part is generally consider- 
ably cheaper and quicker than the return of the 
entire machine to the factory or agent. Machines 
generally require little attention other than the 
frequent emptying of the bag. This is important 
for the efficient operation of the vacuum cleaner. 
Operators should be instructed to use care so that 
the machine will not pick up screws or nails be- 
cause they may cause damage to the fan and make 
the machine noisy or incapacitate it for use. The 
brush should be cleaned periodically. 


Mops 


Quality in janitor mops may be detected by the 
length of the staple, the twist, and the absence of 
foreign material in the yarn. By untwisting the 
yarn and pulling out tufts of cotton the staple 
may be determined. Staple varies from one- 
quarter of an inch to an inch. Mops are available 
in numerous sizes and weights. Twelve-ounce 
mops measure 514”x15’, 16-ounce measure 
6”x16”, 20-ounce measure 614”x18”, 24-ounce 
measure 7”x19”, and 32-ounce measure 7’x23”. 
Ordinarily the 16-ounce mop is recommended for 
the use of women and the 24-ounce mop for men. 
Simplicity, durability, and ease of attaching to the 
mop are desirable features of a mop handle. 
Springs and clamps weaken, so the screw-type at- 
tachment is superior. 


Buckets 


Buckets appear in three weights: light, medium, 
and heavy, and in 10, 12, 14, and 16-quart capaci- 
ties. The medium weight, 16-quart bucket is very 
desirable for general cleaning purposes. Mop 
wringers are either of the roller or squeezer type 
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and are mounted on round or square metal or on 
round wooden pails. For general maintenance, 
the square, metal roller-type is convenient. For 
large operations, as with a mopping crew, the 
squeezer-type of large capacity, mounted on 
wheels, is best adapted. 


Ladders 


The cost of ladders and scaffolding is so insig- 
nificant in comparison to their long life that no 
one can afford anything but the best for both 
safety and economy. An insufficient number of 
ladders of convenient sizes may be responsible 
for great losses of time. A knowledge of knots 
and splicing is a great asset for the construction 
of simple and safe scaffolding for wall washing 
in difficult places. 


Floor Dusters 


The most practical floor duster where both 


large and small areas and numerous corners must - 


be reached is the 12” wooden back duster. This 
duster should be washed when necessary in very 
soapy water, well rinsed, dried over-night, and 
re-oiled with lemon oil. The feather duster be- 
cause it does not absorb dirt, merely scattering 
it on other surfaces, is definitely taboo in hos- 
pitals. Although the wall brush is efficient in the 
removal of dust from walls it is not particularly 
dust-absorbent and therefore the use of a lambs 
wool duster is better. Lambs wool is both ex- 


ceedingly dust absorbing and washable and the - 


wire backing gives it all the valuable features of 
the wall brush. Frequent washing of the lambs 
wool duster is necessary. This is best done in 
warm but not hot water with good suds, followed 
by a thorough rinse in water of the same tem- 
perature. Dusting, to be healthful and efficient, 
must remove the dust—not merely scatter it. 
Use the tools best adapted to each particular job. 
The tools must be dust absorbent and washable. 
Wash them at regular intervals and, with the ex- 
ception of wall dusters, re-oil. 


Brooms 


The purpose of sweeping is to carry dust and 
dirt forward without contaminating the atmos- 
phere. The corn broom is not capable pf this job. 


However, it does have some uses. Quality of the , 


corn is determined by the absence of split, seedy 
and fine fibres. Sometimes poor corn in the 
center is covered by a better grade at the sides. 
Purchase specifications should demand a five or 
six sewn broom, with polished handle, and 
Weighing from twenty-seven to thirty pounds to 
the dozen. 


Brushes 


Adequate fulfillment of brush requirements de- 
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mands a knowledge of the fibres used in their con- 
struction. Brush fibres are divided into two 
classes in accordance with their origin: “animal” 
and “vegetable.” Each fibre used has some par- 
ticular property which renders it useful for a 
definite purpose. Vegetable fibres include, in 
their ascending order of stiffness and durability: 
Tampico, bassine, African bass, American bass,- 
round rattan and split bamboo. Tampico is used 
in medium-price scrub brushes, bassine’ is found 
in the buffing or polishing brushes of floor ma- 
chines. Bass is used in the stiffer deck scrubs and 
machine scrub brushes. Round rattan and split 
bamboo are found in yard and street brooms. 
Common animal fibres ysed in brush construction 
are: Black China bristle, white bristle, grey Rus- 
sian bristle, and black, grey, and white horsehair. 
Various mixtures of these fibres appear in all 
types of brushes. Sometimes vegetable and ani- 
mal fibres are mixed to achieve the stiffness of 
the vegetable fibre with the soft flexibility of the 
animal fibre. A combination of flexibility and 
stiffness appears in the various pig bristles. The 
most flexible, resilient and durable animal fibre is 
the first ¢ut, black, tail hair of a horse. 


For maintenance sweeping the black horsehair 
12” floor sweep is efficient and easily handled. 
For cleaning radiators the twisted wire brush 
with a single six inch tuft seems to reach every- 
where. Dust brushes should contain both flexi- 
bility and stiffness so that a brush containing a 
mixture of animal and vegetable fibre is desirable. 


Chamois Skins 


The imported French whole chamois skin, al-_ 
though higher in price, is by far the most eco- 
nomical and practical. In processing, the French 
chamois is twice dressed, cured for.a month or 
more: in a tan bark bath, and dried in the sun. 
Oils are rubbed in by hand. -This chamois rinses 
out drier than other types of chamois and absorbs 


water more quickly. In washing chamois skins, 
the best results are obtained by using luke-warm 
water and a liberal quantity of neutral soap. 
-Rinse and wring moderately dry. When they be- 
come dry, soften them by rubbing. If from abuse 
they become hard, re-olling is necessary. Lemon 

. of. mey be used. Strong solutions of ammonia 
are very harmful to the skins and chemicals, acids 
and heat should be avoided. Chamois are sold by 
size. Size 2 measures 23”x39”, size 4 measures 
21”x36”, size 6 measures 19”x32”, size 8 measures 
17”x30” and size 10 measures 15”x28”. 


Sponges 


There are four principal types of sponges mar- 
keted; they are: Rock Island, Florida Yellow, 
Cuban, and Manchuka. The Rock Island sponge 
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is outstanding for its adaptability to cleaning 
maintenance, being superior by every comparison. 
It is toughest, most lively, most durable and most 
even of pore. The Florida Yellow is very ab- 
sorbent and low priced but is too soft. The Cuban 
sponge is frequently sold for cleaning work but 
lacks the durability of Rock Island. The Man- 
chuka is unusually soft and is generally bleached 
and used for bath purposes. Unusual shaped 
sponges are sometimes cut in parts and sold for 
small sponges. Sometimes small sponges are sewn 
together to meet the demand for the larger 
sponge. While the sewn sponge can be purchased 
at lower prices, generally they are not satisfactory 
from a standpoint of long wear. Sponges of the 
various types are sold according to size and run 
in lots of 4 to 6; 6 to 8; 8 to 10; and 10 to 12 to the 
pound. 


Ammonia Water 


Ammonia water may be purchased at almost 
any price. The quantity of ammonium gas dis- 
solved in the water is the criterion of its strength 
since this gas is the active agent. The strength 
of the ammonia is indicated by its degree which 
must be known for price comparison. The best 
practice is the purchase of 15 to 26 degree which 
should be cut to “household” strength of about 8 
degree on opening. This weaker solution is more 
stable and less objectionable to handle. Strong 
ammonia is harmful to many surfaces and must 
be used with discretion. 


Disinfectants 

Disinfectants serve two purposes: germicidal 
and deodorant. They must never be used to cover 
the odor of uncleanliness. The germicidal effects 
of the various disinfectants are compared with 
the activity for germicidal use of undiluted car- 
bolic acid. The quotients of these comparisons 
are known as the “phenol co-efficients.” Coal tar 
disinfectants are frequently sold as compounds 
which also contain creosote, soap and water. 
Phenol co-efficients vary generally from three to 
five. Coal tar disinfectants have objectionable 


odors when used in great strengths but are ex- . 


cellent for treatment of garbage receptacles. For 
this purpose it should be diluted in about one 
hundred parts of water. Pine oil disinfectants 
should be used at dilutions of from one to two 
parts to a hundred parts of water in accordance 
with the phenol co-efficient which varies from two 
to four. The use of pine oil disinfectants in mop 
water is often desirable. Pine oil also has impor- 
tant detergent qualities. 


Numerous disinfectants are sold which are 
merely solutions of hypo-chlorite of soda. Phenol 
co-efficient of these hypo-chlorite solutions vary 
from one to ten. This type of disinfectant 
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should be purchased on a basis of the percent. 
age of available chlorine, the active ingredient. 
These solutions can be prepared very cheaply 
from bleaching powder or may be obtained 
from the laundry. Hypo-chlorite solutions should 
be used at a strength approximately 200 parts 
per million chlorine. Formaldehyde disinfect. 


ants are prepared by the dilution of the stock 
concentration and addition of oil of peppermint or 
other strong flavor to conceal its pungent odor, 
For some purposes disinfectants may be dispensed 
from spray guns effectively. Certain aluminum 
salts have powerful deodorant action. 


Floor Waxes 


Floor waxes may be purchased in liquid or paste 
form. They may be water soluble or spirit soluble. 
They may incorporate the feature of drying with 
a lustre or they may require buffing or polishing 
on application. Regardless of the type or form 
used the most important consideration is the per- 
centage of first quality Carnauba Wax contained. 
Carnauba wax is an importation from South 
America and is the hardest known form of wax. 
In its natural element it appears more like a rock 
It is the film of this wax which im- 
parts the important protection of floor surfaces. 
Waxes are variously adulterated with gums, 
resins, shellacs, beeswax and paraffin to secure 
various results, sometimes to cheapen the prod- 
uct. Water soluble wax is most economically ap- 
plied and can be used on any floor surface. Some- 
times the feature of drying with a lustre is 
valuable. 


Furniture Polish 


Some patent furniture polishes include a per- 
centage of wax which gives a pleasing finish to the 
surfaces cleaned. These polishes are often water 
soluble and may be diluted for economy and 
fluidity. Some polishes are made of combinations 
of oils. In the use of oil polishes care must be 
taken that excess oil be removed lest it remain as 
a dust catcher. One formula for an easily made 
polish is three parts of linseed oil, one part acetic 
acid and six parts turpentine. Lemon oil is pur- 
chased adulterated and colored. It is sometimes 
sold as furniture polish when combined with 
cedar or pine oil. It is valuable for re-oiling 
dusters and for finishing certain types of trim 
and surbases. 


Metal Polish 


A formula for metal polish might include three 
parts of red iron oxide, one part oleic acid or red 
oil, two parts of benzine soap and one-eighth part 
of oil of mirbane. The iron oxide and pumice are 
used for their delicate abrasive power. Oil of 
mirbane is effective for tarnish removal. Benzine 
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soap and red oil act as carriers. Caution must be 
ysed in the purchase of metal polishes that they 
do not contain too harsh abrasives which would 
scratch polished surfaces. 


Detergents and Soap Products 


The practical application of a fundamental 
knowledge of chemistry is necessary in the selec- 
tion of detergents and soap products for mainte- 
nance work. It is likewise necessary in super- 
vision of the uses of the various cleansing agents. 
Control of the concentrations of the various 
detergent solutions is necessary for the protection 
of surfaces to be cleaned. Consideration must be 
given the titres of the soaps purchased and of the 
soaps contained in various soap cOmpounds. Titre 
is the centigrade melting point of the soap stock 
which has been used in the manufacture of the 
soap. This titre has important bearing on the 
efficiency of the soap when used at various tem- 
peratures. Tallow soaps are high titred and are 
most effective when used at high temperatures 
and are therefore valuable for use in laundering. 
The more expensive vegetable oil soaps have much 
lower titres and are efficient at rooms:tempera- 
tures. Frequently tallow is mixed with vegetable 
soap stock to produce a cheaper product which, 
however, is less efficient. Cocoanut, palm, pine, 
and olive oil soaps are low titred vegetable prod- 
ucts. Often soaps are mixed with varying pro- 
portions of alkalies and volcanic ash and sold as 
patent detergents. An 18 or 20 per cent soap 
powder containing only a mild alkali is a necessary 
supply for cleaning. Tri-sodifim phosphate is an 
excellent water softener and detergent, available 
at low cost. It must be used in moderate quan- 
tities for protection of hands and surfaces. <A vol- 
canic ash powder, usually known as a “scouring 
powder” is necessary for the cleaning of vitreous 
and badly soiled surfaces. 


Uniforms— 


The selection of uniforms for the cleaning per- 
sonnel requires consideration of washability, dura- 


bility, practicability, appearance, and economy. 


For women, the hoover-type reversible front uni- 
form of Indian head cloth, preferably of a medium 


blue, seems to comply with all considerations. :-° 


Uniforms for men of grey frockcloth with shirt or 
Jumper and trousers have proven satisfactory. 


Control and Issuance of Supplies 


A card system and perpetual inventory is a 
Convenient method for the control and issuance of 
Supplies, To minimize the supply cost factor, it 
18 necessary to delegate definite responsibility for 
the efficient use of supplies according to previously 
established practice. Proper maintenance of all 
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equipment is well rewarded by high production 
with minimum interruption. 


Personnel Policies 


Good management is getting people to work to- 
gether to produce maximum efficiency at mini- 
mum cost. The importance of clearly defined per- 
sonnel policies has long been recognized by large 
industries. The willing cooperation of all em- 
ployees is even more necessary “than the diligent 
selection of equipment and materials in cleaning 
maintenance departments. That cooperation is 
the direct result of the effect of management pol- 
icies on the morale of the force. Fairness in the 
distribution of work is essential and genergl im- 
partiality is necessary. A pleasing personality 
and the exhibition of the qualities of leadership, 
courtesy, tact, a sense of humor, respect, good 
judgment, initiative, and organizing ability by a 
superior is recognized, appreciated, and rewarded 
by employees. 


The careful selection of employees is a funda- 
mental step in an undertaking where labor plays 
so great a part. It has been suggested that for 
the creation of harmony attempts be made to se-, 
cure individuals of similar nationality to work, 
together. A large list of applications for the. 
various positions should be kept on hand at all 
times so that suitable selections to fill places of 
absentees and vacant positions may be made 
promptly. A small number of contingent or part- 
time employees on the payroll makes available a 
supply of trained help for the emergencies caused 
by sickness and absence. 


It is wetl to map out some clearly defined pol- 
icieg on such things as vacations, holidays, pay for 
absencé and lateness, and for overtime. Fairness 
is assured by adherence to these policies. The 
promotion of employee activities, thrift plans, 


“ safety measures, and convenience, is never un- 


appreciated. Once the proper personnel has been 
selected any lack of cooperation is usually trace- 
able to the laxity of the executive in some one or 
many respects. .« 


Constant training of employees is necessary to 
maximum production. This may be accomplished 
by personal interviews and by weekly meetings. 
The development of the power of effective speak- 
ing by the executive will prove valuable to the 
group. Talks can be both educational and inspira- 
tional. The weekly meeting is an opportunity to 
get the reaction of the force to various manage- 
men# practices and policies. The standardization 
of practices and procedures is made easy. 

/ A 


The May issue of HOSPITALS will contain another article on 
Cleaning Maintenance, by Mr. MacFarland. 
\ 
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Contemporary Hospital Thought 


The Small Hospital as a Community Asset 


It is high time for all communities to discover 
that health and poverty are two distinct and sep- 
arate conditions, but one follows in the wake of 
the other, and when combined and heaped upon 
one individual or a group of individuals they be- 
come a menace to the community. Then if the 
hospital can restore them to health and turn them 
back to the community with’strong and vigorous 
bodies, which will help to relieve poverty stricken 
conditions, prevent further spread of diseases, and 
uplift the morale of society in a general way, 
surely such a hospital is an asset, and fortunate 
is the community in which its influence is felt. 


There is something in this world that cannot be 
valued in dollars and cents. It is that unseen, 
unmeasured, invaluable wealth of health and hap- 
piness premeated through the community, and 
which had its origin in the small hospital con- 
ducted by men and women whose chief desire is 
to relieve suffering humanity and minister to the 
needs of the sick and dying. 


Southern Hospital—February 


The Care of the Tubercular Patient 


“There is no other means of controlling the 
spread of tuberculosis which has proved so effec- 
tive, so economical, so practicable and acceptable 
to the public, the patient’s family and the patient 
himself as early admission and prolonged stay in 
hospitals built, equipped, organized and staffed 
especially for the care of this disease in all its 
stages. That is why we need hospital beds for 
tuberculosis. 


“Nothing that the health department can do 
in the way of sanitary control of the patient at 
home, or to separate the sick from the well com- 
pares for effectiveness with hospital care of the 
tuberculous as a means of stopping the spread of 
the disease and increasing the percentage of the 
sick who will recover. 


“The modern surgical treatment and intensive 
medical management of human tuberculosis has 
made the hospital of constantly increasing im- 
portance. When the ‘cure’ was a matter of deck 
chairs, milk and eggs, and time, many a home 
garden, roof, balcony or window tent served about 
as well as the hospitals of the earlier decades of 
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this century. But today a great variety of opera- 
tions, of manipulations, of local lung rest to sup- 
plement general bodily repose and upbuilding, re- 
quires a degree of surgical expertness which can 
be developed best only in a special tuberculosis 
hospital.” 


Dr. Haven Emerson 


As an Eminent Lawyer Views the Hospital 


Today perhaps half of the American lawyers 
are working in some sort of institutional struc- 
ture. They are no longer individuals. They are 
cogs in a machine. This is new. It is newer, in- 
deed, than most lawyers have recognized. It is 
a product in part of machine civilization, and in 
part of condensed populations, where streets of 
custom and market places for skill must be set up 
lest men know not where to buy. And in part, it 
is a product of specialization, which specialization 
is brought about by accumulation of ideas and 
routines in the form of complex laws. It is not 
a product of the growth of science because there 
has been no growth of science in the law, but it is 
clearly influenced by growth of formulas. 


We turn to medicine. I need only remind you 
the same development as well you know, impends 
there. The hospital, the dispensary, the medical 
group rise before our inquiring eyes. 


The hospital has become the theater not only 
for most treatment that is not trivial but for 
much of diagnosis. Many laboratory technicians 
live and have their being under one roof. Many 
practitioners are free swimmers only in the sense 
they move from roof to roof, from one hospital 
to another in the course of the day. The hos- 
pital is the consequence chiefly of the machine. 
It seems to me its benefits are probably cleanli- 
ness, light, water, communications and tools, all 
machine products. Concentration of population 
makes its expense bearable and its accessibility 
a treasure. The medical group is another product 
of similar forces, fumbling its way in this and 
other countries, but getting here and there a foot- 
hold. It is a product again, of the accumulation 
of knowledge in part, but chiefly the accumula- 
tion of routines, of skills with machines. 


James Grafton Rogers, 
New Haven 
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Hospital Trends 


During the past 60 years the number of hos- 
pital beds has increased 10 times faster than the 
growth of population. There are over 1,000,000 
beds today and about one in every 15 persons is 
a hospital patient in the course of a year. 


The economic basis of the modern hospital and 
clinic might be described as a cooperative ar- 
rangement between the community and the medi- 
cal profession. Through government grants or 
private gifts the community has proved over nine- 
tenths of the capital investment in the land, 
buildings, and equipment of these institutions. 
The community owns and operates these facili- 
ties and administers the organization of person- 
nel, generally through a lay governing body. 
Physicians and surgeons who are appointed to 
the staff of the hospital and clinic utilize these 
facilities and organization. They utilize social 
capital for their private patients as well as for 
patients who cannot pay. At the present time 
about three-fourths of all the physicians in the 
United States have some hospital or clinic con- 
nection. 

Low occupancy has been the greatest problem 
of the greatest problem of the non-governmental 
hospitals throughout the depression, reaching 
55.3 per cent average occupancy in 1933. By 
1935 this had gone up to 60.1 per cent for all non- 
governmental hospitals. Even with the increas- 
ing use of non-governmental hospitals in the past 
two and one-half years, their income has not gone 
up sufficiently to meet expenses. 


Social Work Year Book. 


ie 


On Hospital Contributory Schemes in England 


Hospitals and contributory schemes working 
hand in hand see to it that everyone who can af- 
ford his weekly contribution—and the section 
of the population which cannot is not large— 
should be educated to make it, and that the con- 
tributory fund is so distributed that the hospitals 
which care for the contributor should get the 
benefit of his providence. 


Here is a fluid system of finance suited to mod- 
ern conditions. The old watertight compartments 
with which hospitals worked—the hospital for the 
locality—are obviously breaking down. The au- 
tomobile is one of the principal battering-rams. 
The population is mobile, and the possibility of 
accident or illness travels with it—to the distant 
lace of work, on holiday far afield. There is a 
limit to the centers in which highly specialized 
treatment can be provided, but the motor ambu- 
lance is making it more and more accessible. The 
working man needs not only the service of a hos- 
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pital, but a hospital service. He ought to be free 
to go to the hospitals, which he and his doctor 
think best suited to his need. Faith is a big ele- 
ment in cure. The contributory scheme move- 
ment is helping in this direction. 

Part of their appeal lies in that word “volun- 
tary.” The English people are not fond of offi- 
cialdom and this movement is in the same line of 
tradition as the old guilds and friendly societies. 
It has appealed to the instinct of the British 
working men to get together to meet the risks of 
life. It is a great example of organized self-help. 
But it is something more—it not only ministers 
to the desire to feel independent of charity, but 
to the desire to help others and to help the hos- 
pitals which have won the confidence of the com- 
mon man. 

Hospitals must help to keep up the standards 
and ideals of contributory schemes. If they 
should treat all this effort as just an insurance 
scheme, or just a workman’s benefit scheme, that 
is what it will become. The easy course is always 
to push any scheme on purely selfish grounds— 
the value you are getting for your money—but if 
a contributory scheme gets on that basis it will 
lose its soul, and voluntary service will disappear. 

F. B. Elliott, C.B.E., 
General Secretary of the 
Hospital Saving Association. 


——_—— 


Financing New Zealand Hospitals 

“Cling fast to the principle of local self-govern- 
ment. It is very important that our national life 
should not drift into a bureaucracy. Self-govern- 
ment represents complete democracy. Democ- 
racy, these days, is a very precious thing and 
quite rare in some parts of the world. It ought 
to be closely guarded. 

“This hospital has a remarkable history, and 
it has had a remarkable growth. I think, and 
indeed wish, that some of the critics of our hos- 
pital system who speak with little thought, and 
apparently with less effort, could see the enor- 
mous amount of community effort, goodwill and 
self-sacrifice crystallized in these institutions. 

“T do not know of a better combination than 
that applying local interest, local effort, local 
work and finance, with national responsibility and 
finance. I would say that, in future, hospital 
boards should cling to the principle of self-de- 
termination.” 

The Honorable P. Fraser, Min- 
ister of Health of New Zea- 
land—at the opening of the 
new administration block at 
the Palmerston North Hos- 

pital. 





On Hospital Food Wastes 


Very few hospital superintendents know the 
amount and character of the garbage which leaves 
the hospital daily, or the cost of this garbage 
when bought as food. The making of a satisfac- 
tory arrangement whereby the garbage is taken 
away at no expense to the hospital is often re- 
garded as a triumph. If the volume of garbage 
is large enough and local conditions favorable so 
that it can be sold for a small amount to a reduc- 
tion plant, or for the feeding of hogs, the very 
fact that the garbage yields a revenue serves as 
an excuse for overflowing cans, and it is not real- 
ized that what is sold for a few cents represents 
a direct cost of ten or more times this amount 
when bought as food a few days before. Most of 
the larger hospitals have fairly well developed 
methods of buying, and costs of food are care- 
fully computed, but very few hospitals have avail- 
able figures to show the percentage of the original 
cost of food that is ultimately carried away as 
garbage. 

Any hospital superintendent may spend a 
morning profitably in an inspection of the gar- 
bage cans, their surroundings, cleanliness, num- 
ber, weight, and contents. The profit of his 
morning will be increased if he becomes curious 
as to just where the articles he finds came from, 
whether from the general kitchen, the dining 
rooms, or the wards. If he investigates further, 
he will find that the amount of table waste is not 
the same from all wards, even though they con- 
tain the same number of patients; that the din- 
ing rooms yield different amounts of table waste 
quite out of proportion to the number of meals 
served; that the relative amounts of table waste 
vary with the menus, even though the daily cost 
sheet shows no corresponding fluctuation. 

Ernest E. Irons, M.D. 
ee aS: 
The Hospital 

God bless the Hospital upon the hilltop, a Shrine 
of holy healing and of love; its doors are never 
closed unto the suffering—a Greatheart given to 
us from above. The rich and poor alike rest ’neath 
its portals—no matter what the creed that you 
may bear—it matters not the difference of opin- 
ions—a wealth of Christian sympathy is there—a 
word of cheer and kindliness awaits you when 
injury or sickness you must bear. It points the 
way to health and life’s beginning. It bears a 
constant, never-ending load. God bless this Great- 
heart ever beating along the country road. 

“God hides some ideal in every human soul. At 
some time in our life we feel a longing to do some 
good thing. Life finds its noblest spring of excel- 
lence in this hidden impulse to do our best.” 

Margaret Rhynas. 


Hospital Versus Hotel 


For some reason quite unknown to those of us 
who spend our lives within hospitals, but probably 
understood by those who seldom enter hospitals, 
there seems to be a general tendency on the part 
of the public to make comparisons between hos- 
pitals and hotels. One basic principle regarding 
comparisons is that things which are being com- 
pared must be comparable—that is, that they 
must have points of similarity. Hospitals and 
hotels have very few points of contact either in 
their general make-up or in their administration. 


Since most of the comparisons are made along 
financial lines (in terms of value received for 
money spent), we should like to carry the com- 
parison out along these lines in order to see just 
where the hospitals stand. 


The Cost per Patient Day in our hospital is dis- 
tributed under four major items: Administrative 
and General; Household and Property; Profes- 
sional Care—General; and Professional Care— 
Special. Of the twenty-one items distributed 
under these four Departments, only one-third 
apply both to hospitals and to hotels. They are 
as follows: Accounting and Collection; All other 
Administrative; Housekeeping and Grounds; Pur- 
chase and Stores; Repairs; Heat, Light, and 
Power; and Laundry. However, these items rep- 
resent only 20.1 per cent of the total per diem hos- 
pital cost (average of all In-Patients). Hotels 
make a separate charge for any services in addi- 
tion to the items listed above. The average daily 
hospital cost is $5.46 and these seven items repre- 
sent $1.10. In other words, the hospital furnishes 
all the basic things which hotels furnish for $1.10 
per day—which is considerably below the average 
hotel rates! 


Two-thirds of the items entering into hospital 
cost do not occur at all in hotels. These fourteen 
items of our cost distribution are as follows: 
Dietary; Medical and Surgical Care; Nursing 
Care; School of Nursing ; Pharmacy ; Medical Rec- 
ords; Social Service; Operating Room; X-Ray; 
Clinical Laboratory; Electrocardiographic and 
Basal Metabolic Laboratory ; Physiotherapy ; Am- 
bulance; Emergency Department. The hotel 
guest has no need for these services—the Hospital 
patient must have them. Moreover, the hospital 
must furnish these services twenty-four hours a 
day, Sundays, Holidays, and every day in the year. 
In fact, it is these fourteen specialized services 
administered by persons specially trained for 
their work, which distinguish hospitals from 
hotels and all other institutions! 


H. D. Clough, M.D. 
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Six Typical Hospital Service Associations 


developed rapidly during the past three 

years, with upwards of 800,000 employed 
subscribers and dependents participating in vol- 
untary hospital insurance plans on March 1, 1937. 
The dominant type of hospital service plan (group 
hospitalization) is that organized as a non-profit 
corporation offering free choice among a group 
of participating hospitals. 


Just how do group hospitalization plans oper- 
ate? The following descriptions of non-profit 
free-choice hospital service associations are pre- 
sented to illustrate concretely the activities in 
typical communities. No two plans are alike in 
detail, and those selected for illustration are not 
to be regarded as better than all others. More- 
over the descriptions are necessarily incomplete, 
with each author emphasizing somewhat different 
phases of his own organization. 


G ewe BUDGETING for hospital care has 


Each of the plans described in this article has 
the following features. Primary emphasis is 
placed upon public welfare rather than hospital 


finance. The sponsoring agency includes repre- 
sentatives of the general public, the medical pro- 
fession, and all hospitals of standing in the com- 
munity. A subscriber may be hospitalized only 
upon the recommendation of, and while attended 
by, a private physician of his own choice. Pri- 
vate physicians’ services are not included as bene- 
fits to hospitalized subscribers. There is no in- 
terference with a subscriber’s relations with his 
physician or a hospital’s relations with its med- 
ical staff. Financial sponsorship is on a non- 
profit basis with no private investors owning or 
controlling policies of the plan. Subscription 
rates have been adequate to reimburse partici- 
pating hospitals for all services to subscribers. 
Substantial numbers of the medical profession 
have enrolled themselves and their families as 
subscribers in each community. 


Further details concerning these associations 
or others in the United States may be obtained 
from C. Rufus Rorem, director, Committee on 
Hospital Service, American Hospital Association. 


Associated Hospital Service of New York 


FRANK VAN DYK, Executive Director 
New York City 


pervision of the State Superintendent of 
Insurance, and under the name of the 
Associated Hospital Service of New York was 


A NON-PROFIT corporation under the su- 


established May 7, 1935. On March 1, 1937, 
there were 256,704 subscribers enrolled, includ- 
ing 80,000 dependents. There are 252 participat- 
ing hospitals in Greater New York and northern 
New Jersey. Branch offices are located in Brook- 
lyn, Mount Vernon, Poughkeepsie, and Middle- 
town. 


The corporation was sponsored originally by 
the United Hospital Fund as a means of enabling 
persons of moderate means to budget their hos- 
pital bills. Trustees of the corporation include 
representatitves of hospital organizations, civic 
bodies, and the county medical societies of 
Greater New York. The trustees elect annually 
a board of 15 directors, a majority of whom, 
according to law, must be hospital administra- 
tors or trustees. Directors serve without pay. 
The administrative staff are reimbursed on a sal- 
ary basis only. 


Subscription Rates 
Employed subscriber pays $10 per year; hus- 
band and wife, $18 per year; husband, wife and 
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unmarried children under 19 years of age, $24 
per year. The foregoing rates for dependent cov- 
erage apply only to groups of ten enrolling 
through a common place of employment. Spe- 
cially formed groups of 10 or more employed per- 
sons may enroll, but payments must be made 
quarterly, semi-annually, or annually, and the full 
rate of $10 per year is charged for each depend- 
ent of the employed subscriber. There is an age 
limit of 65 years at time of enrollment, but there 
is no physical examination, or occupational or 
salary limitation. 


Subscriptions paid directly to the corporation 
are payable quarterly, semi-annually or annually 
in advance. Payroll deduction payments may be 
made monthly as well as quarterly, semi-annually 
or annually in advance. Monthly payments are 
permitted only by means of payroll deduction. A 
grace period of not more than 30 days is allowed 
on all subscription payments. Notices of monthly 
payments due are forwarded to each employer in 
advance of the payroll deduction date, together 
with receipts for distribution to subscribers in 
the organization. Subscribers who lose their em- 
ployment may continue membership by paying 
subscriptions directly to the association. 





Hospital Service Benefits 


Employed subscribers and dependents are en- 
titled to the same hospital service benefits which 
include semi-private rooms, operating or delivery 
room, laboratory, x-ray films and fluoroscopies, 
ordinary drugs and dressings, anesthesia if given 
by a hospital employee, basal metabolism tests, 
insulin, serums. There is a twelve months’ wait- 
ing period for obstetrical cases. Patient receives 
$4.50 credit on room rate when occupying pri- 
vate room at own request. Foregoing benefits are 
for 21 days, with one-fourth discount thereafter. 


“Services will be rendered for any illness or in- 
jury except pulmonary tuberculosis, venereal dis- 
eases, Workmen’s Compensation Law cases, quar- 
antinable diseases, or mental disorders.” 


A subscriber’s identification receipt is surren- 
dered to the hospital upon admission and a notice 
is sent to the office of the Association. This no- 
tice gives the admitting diagnosis, name of the 
attending physician, and other significant facts 
as to the circumstances of admission. Approval 
notices from the Association are forwarded to the 
hospital immediately upon receipt of notice of 
admission. Upon discharge of a patient, the hos- 
pital submits a Hospital Service Report, listing 
the items of service rendered and the regular 
charges therefor, also indicating the services 
billed to the subscriber. This report serves as 
notice of discharge and must bear the subscrib- 
er’s signature before the hospital bill for the serv- 
ice is honored for payment. 


Hospitals submit statements semi-monthly for 
all subscribers discharged during the previous 
fifteen days, and payments to hospitals are made 
for services to discharged patients semi-monthly. 
Upon payment to the hospital, subscribers are 
notified that the hospital has been paid and are 
informed of the amount of the total charges in- 
curred and that all charges or a specified amount 


was covered by the Plan. Enclosed with this no- 
tice is a form which subscribers may use in mak- 
ing any comments, suggestions, or criticisms of 
the service. 


The benefits of the Plan are guaranteed only 
in “member hospitals.” In the event of accident 
or emergency, benefits are provided at non-mem- 
ber hospitals. Hospitals are reimbursed at a flat- 
rate of $6.50 per patient day, except that pro- 
portionately higher rates are granted for short- 
stays, as follows: one day, $15.00; two days, 
$20.00; three days, $23.00; four days to 21 days, 
$6.50 per day. After 21 days $1.50 per day is 
paid to the hospitals in lieu of the 25 per cent dis- 
count allowed to subscribers. 


The average stay of hospitalized patients is 
10.6 days (including care rendered after 21 days) 
with only slight variation between employed sub- 
scribers and dependents. Women require more 
care than men. Dependents receive more care 
than employed persons. Direct-payment groups 
require more care than subscribers participating 
through payroll deduction. 


The initial working capital of $30,000 was ob- 
tained as a gift from two philanthropic founda- 
tions. Since the date of founding, all hospitals 
have been paid in full for services to subscribers, 
and the total overhead costs for acquisition and 
administration have been 21 per cent of the 
earned income from subscriptions. The overhead 
is now about 17 per cent, and it is expected to be 
reduced to 12 per cent within six months. The 
“earned surplus” was $181,682 as of February 1, 
1937. 


Frequent use is made of newspaper publicity, 
radio talks and articles in various magazines and 
publications. This material is accepted without 
charge as having “news” value or being educa- 
tional in character. Folders are distributed 
widely among prospective subscribers. 


Minnesota Hospital Service Association 


E. A. van STEENWYK, Director 
Minneapolis and St. Paul 


(including St. Paul and Minneapolis) is a 
non-profit corporation, governed by a Board 
of Trustees composed of two representatives 
from each of sixteen participating hospitals, 
which subscribed the initial working capital by 
donating $1 a bed (minimum $100, maximum 


To Minnesota Hospital Service Association 


$200). The Association contracts to provide 
service in each of the hospitals. It offers a “con- 
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tract for service,” rather than an “insurance con- 
tract,” in the opinions of the Attorney General 
and the Insurance Department of the State. 


Originated in St. Paul June 1, 1933, the plan 
was reorganized July 1, 1935, when the Minne- 
apolis and St. Paul hospitals formed a single As- 
sociation. The membership on March 1, 1937, 
was 38,000 employed subscribers and 37,000 de- 
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pendents of whom more than 5,500 had received 
hospital care during the past three years. Up- 
wards of 709 different business and professional 
firms are represented among the subscribers, the 
largest group including in excess of 2,100 em- 
ployed persons. 


Subscription Rates 


The subscription rate is $9.00 yearly per em- 
ployee, payable monthly. An additional $1.00 
yearly entitles an employed subscriber to 25 per 
cent discount on hospital services to dependents. 
No physical examinations are required. Enroll- 
ment is restricted to groups of ten or more em- 
ployed persons, from the same place of employ- 
ment. Groups having over 25 employees must 
enroll a minimum of 40 per cent of their number. 


Hospital Service Benefits 


The hospital service benefits are as follows: an 
employee receives 21 days’ hospital care in a 3 or 
4 bed room (or $3 a day toward more expensive 
accommodations), with board, general nursing, 
operating room, anesthesia, drugs, medicines, 
dressings; also 25 per cent discount on all other 
special services, including x-ray. A 50 per cent 
discount is granted on maternity cases after 10 
months’ membership. Dependents receive 25 per 
cent discount on all hospital service. Benefits to 
subscribers continue for 24 days during second 
year of membership, 27 days during third year. 
Benefits do not apply to Workmen’s Compensa- 
tion cases or quarantinable disease, but cover all 
types of sickness or accidents admissible for 
treatment in general hospitals. 


Participating hospitals are reimbursed at a flat 
rate of $5.00 per day for 21 days (24 days sec- 
ond year contract is in force). Adjustment is 
made for short stay surgical cases (employed sub- 
scriber) by paying $10 for first day if the stay is 
less than 5 days; payment of 25 per cent of bill 
as rendered for dependents for 21 days in any 
one year (limited to 3 or 4 bed room accommo- 
dations, or $3.00 per day toward more expensive 
accommodations). 


The admission of a subscriber to a hospital is 
verified by a telephone call from the hospital to 
the Association office. A record clerk verifies the 
subscriber’s eligibility for the receipt of benefits 
and the hospital and Association verify the ad- 
mission by signed notices to each other. 


Duties and Salaries of Service Plan Personnel 


: The personnel of the Association representing 
itin the field are paid on a salary and bonus basis. 
Each representative’s minimum salary is based 
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upon production of 400 subscribers a month. 
Above this number the rate of bonus payment is 
approximately 15 per cent for each new employed 
subscriber. No renewal bonuses are paid. 


A prospective group of employed subscribers 
is assigned to a specific representative of the 
plan, who is introduced to the employer by a let- 
ter, and who attempts to obtain the cooperation 
of the employer in sending a mimeographed let- 
ter describing the plan to his employees. After 
the letters have been circulated, signed, and re- 
turned, a meeting of the employees may be sched- 
uled for the purpose of explaining the plan in 
detail, answering questions and receiving appli- 
cations. During a period of enrollement the plan 
is explained by display charts, bulletins, hand- 
lettered signs, photographs of hospital scenes, 
newspaper pictures, campaign buttons featuring 
the “Blue Cross,’”’ motion pictures in sound, leaf- 
lets, and nurses in uniform who preside over in- 
formation booths. 


Among large-scale enterprises meetings cannot 
be held effectively. In such cases the represen- 
tative of the plan appoints a “group leader” who 
becomes spokesman and correspondent for the 
group. After a period of enrollment is closed, 
new members of a group may apply for member- 
ship subject to thirty days’ waiting period before 
the next contracts become effective. 


Most of the larger employed groups pay their 
membership fees by “payroll deduction.” Cer- 
tain groups, unable to make payment in this man- 
ner, have appointed “group leaders” who forward 
the money to the Association each month. 


Data on Finances and Service Being Accumulated 


Complete records have been maintained of 
finances and service, the data now being accumu- 
lated through a tabulating machine punch card 
system. Subscribers use approximately three- 
fourths hospital days per subscriber-year. The 
total costs of administration and enrollment are 
about 15 per cent of the earned subscriptions. 
A reserve in excess of $75,000 is available to meet 
the possibilities of epidemics or public disasters. 


More than 350 Twin City physicians are sub- 
scribers to the Hospital Service Association pay- 
ing the same rates and receiving the same bene- 
fits as other employed groups. Employers, news- 
papers, radio stations, churches, schools—every 
civic group in the community has given its sup- 
port to the plan. A movement is under way to 
establish a state-wide federation of hospital serv- 
ice plans which will provide uniform administra- 
tive aids, such as publicity material, bookkeeping 
records, charters and by-laws. 
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Cleveland Hospital Service Association 
JOHN A. McNAMARA, Director 


Cleveland, Ohio 


STABLISHED September 1, 1934; 38,620 
E; employed subscribers, 4,965 family mem- 


bers, enrolled December 31, 1936. 
profit association ; trustees serve without pay ; sal- 
aried employees; initial working capital loaned by 
Cleveland Welfare Federation; 16 participating 
hospitals. 


Trustees include representatives from Cleveland 
Academy of Medicine. 


Subscription Rates 


No registration fee; sixty cents monthly for 
ward accommodations, seventy-five cents monthly 
for semi-private rooms; dependents enrolled at 
fifty per cent of rate for employed subscribers and 
entitled to fifty per cent discount on services 
which employed subscribers receive free; pay- 
ments made through payroll deduction only. 


Hospital Service Benefits 


Bed and board, general nursing, x-ray, oper- 
ating room, anaesthesia, routine laboratory, drugs 
and dressings; payments made to non-participat- 
ing hospitals in emergencies or while subscriber 
is traveling ; $4.50 and $6.00 respectively for ward 
and semi-private contract holders. 


Payments to Hospitals 


“Flat-rate” for services to subscribers; $5.00 
per day for patients in wards. Individual partici- 


Non- 


pating hospitals cost with a minimum of $6.00 and 
a maximum of $6.50 per day for semi-private 
cases for 21 days $2.25 and $3.00 per day respec. 
tively for dependents. 


The Cleveland Hospital Service Plan was or- 
ganized in 1934. John A. McNamara was selected 
as its Director. The first members were enrolled 
in August of that year. At the end of 1934 the 
list of participants numbered only 3,320. It has 
grown until it is one of the three largest in United 
States. Since its organization it has been recog- 
nized as a definite social trend that worked for the 
benefit of the community, the hospitals and the 
employers of workers alike. Since its organiza- 
tion in 1934 it has paid a total of $183,577 to the 
hospital care of its subscribers. 


The Cleveland Plan is endorsed by the Cleveland 
Academy of Medicine. As a cardinal principle, the 
Cleveland Plan regards the ethics of the Medical 
Profession as a great safeguard for the health 
of the community. It believes that the delegating 
of the choice of physician to any organization, 
means higher death rates, increased suffering 
through unskilled practices and the breaking 
down of science that has progressed swiftly and 
surely for the prolongation of life and the allevia- 
tion of suffering. 

*For further details of the Cleveland Hospital Service Plan 
see articles in Hospitals by John A. McNamara, The Cleveland 


Plan Grows Up, Jan., 1936; Six Points for Service Plan, June, 
1936. 


Rochester Hospital Service Corporation 


SHERMAN D. MEECH, Managing Director 
Rochester, New York 


der the New York State Insurance laws and 

controlled by a Board of Directors of 29 mem- 
bers originally appointed by local civic bodies. 
The New York State laws require that a majority 
of the members of this Board shall be hospital 
trustees. There is an Executive Committee of 
nine members. 


Ter is a non-profit corporation operating un- 


The first subscribers were enrolled June 3, 
1935. The enrollment on February 15, 1937, was 
33,066 subscribers and 27,129 dependents. 

Subscription Rates 


Annual subscription rates are as follows: em- 
ployed subscriber, $7.80; subscriber and one de- 
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pendent, $12.00; subscriber and two or more de- 
pendents, $15.60. These rates may be paid 
monthly on a payroll deduction basis, or quar- 
terly on a collection basis. 


Premiums are collected through payroll deduc- 
tion where possible, but otherwise through a col- 
lector either by the employer or the subscribers. 
Collectors are the agents of the subscribers rather 
than of the Hospital Service Corporation. An 
itemized bill is sent to the employer or the col- 
lector ten days in advance of the due date with 
triplicate bank deposit slips. In the majority of 
the accounts the money is deposited directly in a 
bank to the credit of the corporation, and the de- 
posit slip and bill returned to the office. 
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Hospital Service Benefits 


The hospital service benefits are as follows: 
Twenty-one days of semi-private room service, 
hard and general nursing; operating and deliv- 
ery room; laboratory and pathological service; 
physiotherapy; drugs and dressings; ambulance 











service within Monroe County limits; anesthesia 
when such service is supplied by the member hos- 
pital and administered by a salaried employee of 
the hospital; electrocardiograms; basal metabo- 
lism tests; blood chemistry examinations; serums 
and oxygen. 


Patients are admitted to the hospitals by the 
membership card. The hospitals telephone the 
corporation for approval, and also send an ad- 
mittance notice to the corporation, which is ap- 
proved and returned to the hospital. There are 
six “member hospitals,” four of which are non- 
profit hospitals receiving funds from the local 
Community Chest, one is a university hospital, 
and one is a proprietary hospital incorporated 
for profit. 


Member hospitals are reimbursed at the rate 
of $6.50 per day for services to subscribers ex- 
cept that for one-day stays they are paid $14.00 
and for two-day stays $16.00. Benefits are lim- 
ited to 21 days for dependents and subscribers in 
the first year and 28 days for subscribers in the 
second year and thereafter. The dependent is 
required to pay $2.50 per day while hospitalized ; 
otherwise he receives the same benefits as the sub- 
scriber. The Corporation pays the hospitals the 
difference between $2.50 and the charge for one 
and two-day stays, and pays the hospitals $4.00 
per day for three or more days. For maternity 
care the Corporation pays a member hospital 
$3.25 per day and the subscriber or dependent 
pays $3.75 per day for care to mother and child. 


Out-of-town hospitals are paid a maximum of 
$6.00 per day for subscribers and $4.00 per day 
for dependents for emergency care. 








The hospital services are available for all types 
of sickness or injury except Workmen’s Compen- 
sation cases, quarantinable diseases, mental dis- 
orders, and pulmonary tuberculosis, after diag- 
nosed as such. 


Duties and Salaries of Service Plan Personnel 


Promotion and office staff employees are paid 
on a salary basis. .No commissions have been 
paid by the corporation for either sales or office 
work. The enrollment of subscribers is made by 
presentations to employed groups only, and wher- 
ever possible on “company time.” 


For the year 1936 the total earned income was 
$218,432 of which 12.2 per cent was required for 
expenses of acquisition and administration. Dur- 
ing this time 2,912 subscribers were hospitalized, 
with an average length of stay of 8.3 days per 
case. 


Subscription rates have not been changed since 
the organization started, but benefits have been 
increased except for maternity cases. Before 
February 1, 1937, employed subscribers were 
given full coverage for maternity, but they now 
are given the same coverage as dependents, which 
is about 50 per cent of the bill. It is expected 
that full coverage for other cases will ultimately 
be provided to dependents without increasing the 
subscription rates. 


The County Medical Society has appointed 
three physicians on the Board of Directors. 
About 350 physicians and their families are mem- 
bers of the plan. 

The press has been cooperative in reporting 
news concerning the plan. Since May of last 
year a monthly bulletin entitled the “Hospital 
Service News” has been published by the Corpo- 
ration and has a circulation of 72,000. The 
“News” has been an important factor in securing 
additional subscribers and enlightening the mem- 
bership on the changes and additions of benefits. 


Hospital Saving Association of North Carolina, Inc. 


FELIX A. GRISETTE, Executive Director 
Chapel Hill, North Carolina 


HE Hospital Saving Association of North 

Carolina was incorporated in May, 1935. An 

initial grant of working capital was made by 
the Duke Endowment, and an executive director 
was employed September 1, 1935. Enrollment of 
subscribers began January 1, 1936. On February 
15, 1937, there were 21,862 employed and depend- 
ent subscribers, all enrolled for “full coverage.” 


Legally the Hospital Saving Association of 
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North Carolina is a separate corporation, but in 
practice is controlled by the North Carolina Hos- 
pital Association and the North Carolina Medi- 
cal Society. Its governing board consists of 
twelve trustees, one-third of whom are elected by 
the North Carolina Hospital Association, one- 
third by the North Carolina Medical Society, and 
one-third, who must be laymen, by the other two 
groups. The association is regarded as offering 
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contracts of service and is not regulated by the 
State Department of Insurance, although the De- 
partment has been consulted from time to time 
on various matters of administration. 


Subscription Rates 


Membership rates in the Association are sixty 
cents per month for adult individuals, with fam- 
ily memberships at $1.60 per month. A family 
membership provides full hospital coverage to 
father and mother and all children residing in 
the household under sixteen years of age. 


Hospital Service Benefits 


Hospital services to subscribers are as follows: 
21 days’ bed and board in a ward, general nurs- 
ing; operating room service; delivery room serv- 
ice; anesthesia, when administered by the hos- 
pital anesthetist; routine drugs and dressings; 
laboratory examinations consisting of urine, 
white and red blood counts; basal metabolism 
tests; stool examinations, and examination of 
pathological tissue. During the second year the 
benefits are available for 30 days. Private room 
service is available upon payment of the amount 
by which the “room rate” exceeds $3.00 per day. 


The benefits cover all types of illnesses and in- 
jury except venereal diseases, quarantinable dis- 
eases, and mental disorders, and Workmen’s Com- 
pensation cases. 


Members are admitted to affiliated hospitals 
upon the written recommendation of an attend- 
ing physician who is recognized by the hospital. 
Theoretically, all hospitals in North Carolina are 
participants in the plan; actually seventy-six in- 
stitutions have signed contracts. A great major- 
ity of these hospitals are community general hos- 
pitals of the non-profit type, although a few pro- 
prietary institutions are included. 


Affiliated hospitals are paid on a flat per diem 
basis ($4.00 per patient day for ward service). 


The extent of hospitalization used by the mem- 
bers and their dependents combined is approxi- 


mately seven-tenths of one day per member per 
year. Employed members require about one-half 
day and dependents about one day. There have 
been no changes in benefits, procedures, or rates 
since the Association was founded, except that the 
family rate was reduced from $1.75 per month to 
$1.60 per month on July 1, 1936. 


Duties and Salaries of Service Plan Personnel 


The Association remunerates the full-time office 
and promotional staff on a salaried basis, al- 
though a number of part-time representatives en- 
roll subscribers on a percentage basis. The basis 
of payment to part-time persons is one-twelfth of 
the first year’s subscription rate, plus 3 per cent 
per year thereafter while a subscriber remains 
enrolled. 


Members are solicited by the official field repre- 
sentatives of the Association and are limited 
strictly to groups consisting of at least ten people, 
or 50 per cent of the employees, whichever is 
larger. Actual solicitation of these groups is car- 
ried on by means of group presentations of the 
plan by the field representatives. 


The collection of membership fees, when made 
on a monthly basis, must be through the payroll 
deduction method. 


Sales methods consist of contacts with the em- 
ployer, and, with his consent, presentations to the 
employees in groups. There has been no general 
or direct by mail advertising other than replies 
to inquiries. Occasionally some interested per- 
son in a distant part of the State has enrolled 
a group of members voluntarily. The entire 
transaction is carried on by correspondence. 
Plans are under way to use some direct by mail 
advertising as an experiment. 


Most of the subscribers have been industrial or 
commercial employees, although some farmers 
have been enrolled by paying annual dues, or 
through payroll deductions handled through the 
offices of the land owners. 


Hospital Service Plan of the Holston Valley Community Hospital 
G. W. EUTSLER, Executive Director 


Kingsport, Tennessee 


ley Community Hospital is controlled by the 
hospital, which was chartered by the State on 
July 27, 1933, as a non-profit institution owned 
by the people of the community. There is only 
one hospital in Kingsport, a city of 15,000 popu- 
lation. Internal administration of the hospital is 


Te hospital service plan of the Holston Val- 
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delegated to a superintendent. The director of the 
hospital is in charge of community relationships 
in general and the service plan in particular. The 
plan is regulated by an act relating to burial insul- 
ance societies, to the effect that, if benefits are 
limited to $150.00 to one person in a year, it 18 
exempt from the operation of the insurance laws. 
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The plan was first opened for applications on 
July 22, 1935, and the first enrollments, six groups 
with 457 subscribers and 673 dependents, were ac- 
cepted as of September 1, 1935. The hospital be- 
gan operation on August 20, 1935. On February 
15, 1937, there were 2,279 employed subscribers, 
and 4,315 dependents. The hospital service plan 
has been self-supporting, although the initial 
working capital was guaranteed by a philan- 
thropic foundation which aided in constructing 
the hospital. 


Subscription Rates 


Subscriptions are accepted in groups of ten or 
more employees of one organization paying dues 
monthly through payroll deductions, or of non- 
employees paying dues quarterly through a group 
treasurer acting as their agent. The rate for 
subscribers without dependents is 75 cents a 
month, and for subscribers with one or more de- 
pendents (defined as relatives residing with the 
subscriber and wholly dependent upon him), 
$1.00 a month. There is an enrollment fee of 
$1.00, payable only once as long as good standing 
is maintained. Individual subscribers who pay a 
$2.00 enrollment fee and $1.00 a month dues may 
be accepted after a physical examination. 


Hospital Service Benefits 


Hospital service benefits are as follows: For 
subscribers, subject to the statutory limitation of 
$150.00 in a year: complete hospital care for 
twenty-one days, including bed and board in a 
four-bed room, general nursing care, ordinary 
drugs and dressings, x-ray and laboratory exam- 
inations, use of the operating room, anesthesia 
given by the hospital anesthetist; care in mater- 
nity cases with nursery care (after 10 months’ 
membership) ; discount of one-third for the same 
accommodations after twenty-one days; discount 
of one-half for x-ray and laboratory work and 
emergency service for patients not requiring hos- 
pitalization; more expensive accommodations if 
selected upon payment of the difference in room 
rate; allowance of $3.00 a day up to $45.00 for 
emergency hospitalization elsewhere; refund of 
twice the amount of dues paid in the current year 
less the amount of any benefits if the hospital has 
to refuse admission because of over-crowding. 


Benefits for dependents are: one-third of the 
members’ benefits on a discount basis, except that 
no discount is allowed for hospital care after a 
stay of twenty-one days. 


Subscribers and dependents, like all other pa- 
tients of the hospital, are admitted, except in 
emergencies, upon the authorization of a physi- 
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cian who is a member of the staff. Ambulatory 
and emergency service are also rendered upon 
recommendation of a staff member. For benefits 
for hospitalization elsewhere, the recommenda- 
tion of a physician is required to the effect that 
the case was an emergency which made admis- 
sion to the Holston Valley Community Hospital 
impractical. 


Duties and Salaries of Service Plan Personnel 


Two-thirds of the salary of the director of the 
hospital is assigned to the service plan, and one- 
third to the hospital. All employees engaged on 
special work for the plan are paid salaries from 
its funds. No concessions or commissions are 
paid organizers, payroll clerks, group treasurers 
or others who contribute services to the plan. 


The executives and personnel departments of 
industries and business firms have largely as- 
sumed the task of soliciting subscribers. In the 
organization of many employee-groups the only 
contact of the hospital office has been with com- 
pany officials. A number of employers make total 
or partial contributions toward the cost of em- 
ployees’ enrollment and monthly dues. 


The service plan staff disseminates informa- 
tion to the public in regard to the advantages of 
joining, and works with the employers in develop- 
ing the most effective campaign techniques. 
Newspaper releases, posters, leaflets and letters 
to subscribers are used to reach the public. The 
heads of participating and prospective groups are 
sent regular reports on the operations of the 
service plan. 


Employees of an organization are not directly 
approached unless the employer approves the plan 
to the extent of permitting payroll deductions 
and assisting in securing applications. 


Employee groups remit monthly, using forms 
furnished by the hospital to report new members, 
cancellations, and excess and delinquent pay- 
ments. Billing is dispensed with. The treas- 
urers of the five non-employee groups remit 
quarterly in three cases, monthly in two. Indi- 
vidual subscribers are billed at semi-annual or 
annual intervals. 


All receipts from subscribers are segregated 
from the hospital accounts. The hospital is paid 
the actual patient;day cost for each day of hos- 
pitalization for a subscriber. No payment is made 
for discounts to ambulatory patients. The hos- 
pital is paid the patient-day cost for the total 
days of hospitalization for dependents (exclu- 
sive of days for new-born infants) less the 
amount of the dependents’ payments on their 
bills. 





Legal Decisions of Interest to Hospitals 


hospitals, or where the hospital was a 
party to the litigation. 


Liability of Hospital for Negligent Acts of 
Nurse. 


Flower Hospital v. Hart, 62 P. (2d) 1248, (Okla.) 


The plaintiff, Beulah Hart, was a pay patient 
in the defendant hospital, and she brings this suit 
for damages for injuries received while an inmate 
of the hospital. A judgment for the plaintiff 
was taken below, and upon this appeal that judg- 
ment was affirmed. 


N ten upon court decisions which affect 


It appears that the injuries to the plaintiff 
were occasioned by the negligence of a nurse in 
placing an unprotected light globe on the bare 
flesh of the plaintiff, between the arm and the 
breast. As a result of this the plaintiff was seri- 
ously burned. 


The hospital sought to escape liability for the 
negligence of the nurse by arguing that the 
plaintiff’s doctors were responsible for the neg- 
ligent acts of the nurse, inasmuch as they had 
directed the nurse to give a saline solution, dur- 
ing the course of which the plaintiff was burned. 
Now, it is the rule in Oklahoma that the operat- 
ing surgeon, and not the hospital, is responsible 
for the nurses, even though they are directly em- 
ployed by the hospital. However, that rule does 
not apply in this case because the evidence 
showed that the injury occurred in the absence 
of the plaintiff’s doctor, during a time when he 
had no control or direction over the acts of the 
nurse. 


The rule which governs the case is this: that 
a hospital of this kind owes to patients the duty 
of exercising reasonable care to prevent the pa- 
tient from receiving injury, and if it fails to use 
reasonable care, it is liable in damages for any 
injuries occasioned by its failure to properly care 
for the patient. 


a 


Duty of Hospital—What Acts Amount to Neg- 
ligence. 


Seuth Highlands Infirmary v. Galloway, 
171 So. 250, (Aia.) 


There was a verdict for the defendant infirm- 
ary, and the trial court granted a new trial to 
the plaintiff. From the order grant the new trial 
the defendant prosecutes this appeal. 

The plaintiff Galloway, an aged man, was op- 
erated upon in the infirmary. His physician used 
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local anesthetics, and upon completion of the 
operation the patient was removed to his room, 
his case having been previously assigned to a 
nurse. The nurse remained with him some forty 
minutes, and then left the room to make entries 
upon her chart. While she was absent the patient 
fell from his bed and suffered a fracture of his 
thigh. He brings this action to recover for the 
alleged negligence of the nurse in leaving him 
unattended. There was evidence that the fall 
was caused by hyperaesthesia induced by restored 
sensation of the anesthetized areas. 


Upon the question of negligence the court had 
this to say: “The proximate cause of the injury, 
if due to negligence under the evidence, was neg- 
ligence on the part of the nurse. Without dis- 
pute she was specially assigned to the care of the 
patient at the time. Such negligence... could 
be lack of care to see and observe the condition 
of the patient, mentally and physically; lack of 
skill or training in passing judgment on that con- 
dition as affecting his safety in the absence of an 
attendant; lack of diligence in ascertaining the 
things she should know concerning the operation, 
and the treatment during operation, so far as 
these facts would aid a competent nurse to an- 
ticipate the reaction or after effects to probably 
follow his coming out from under the narcotic 
and immediate shock of the operation.” 


The question of the degree of care, among 
other, was before the court. Upon this the court 
held that a hospital’s measure of duty, or care, 
to a patient is “that degree of care, skill and dili- 
gence used by hospitals generally in that com- 
munity, and by the express or implied contract 
of the undertaking.” However, of much greater 
significance is the following language: “Broadly 
speaking, ordinary care, that care which persons 
of common prudence exercise under like condi- 
tions, is the degree of care recognized by courts 
throughout the country. This implies a care 
having regard to the conditions of the particular 
case, and to the fact that the subjects of ministry 
are sick people. It implies an obligation to have 
such training and possess such skill as will en- 
able the nurse to give reasonable and ordinary 
care to the patient. The hospital is liable for 
want of ordinary care, and whether from incom- 
petency of the nurse, or failure of duty by 4 
fully qualified nurse.” 


The Alabama court was of the opinion that the 
use of undergraduate nurses on post-operative 
cases was not, of itself, negligence. Upon this 
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question the court said: “The fact that under- 
graduate nurses are, by the practice of hospitals 
generally, put in charge of patients following op- 
erations where anesthetics, general or local, have 
been employed, is not evidence of a want of ordi- 
nary care. Such practice must be left to the 


judgment, not of laymen in the jury box, but of 
those specially qualified by experience and learn- 
ing. As before stated, if reasonable and ordinary 
care and skill are not employed in protecting the 
patient, the hospital is liable for the conse- 
quences, whether the employee in charge is a 
graduate or an undergraduate nurse.” 


Finally, the court was of opinion that it was 
for the jury to say, under all of the facts, whether 
the patient had been so far restored to his senses 
that it appeared to the nurse to be reasonably 
safe to leave him unattended for a short time. 


Satan cele 


Right of Hospital to Recover for Services Ren- 
dered to Estranged Wife of Defendant. 


Daly’s Astoria Sanatorium, Inc. v. Blair, 
291 N. Y. S. 1006 


The plaintiff sanatorium sued Blair, husband 
of a deceased patient, to recover the reasonable 
value of services which had been rendered for 
defendant’s wife. It appears that prior to her 
admission, the wife was living separate from her 
husband. Therefore, the question was raised 
whether the plaintiff could recover against her 
husband for necessary services rendered to her. 


The court was of opinion that medical services 
were necessaries, and that the plaintiff could re- 


cover from the husband. Furthermore, by merely . 


showing that such services had been rendered to 
the wife the plaintiff made out a prima facie 
case. The suit was further strengthened by the 
failure of defendant to show whether the wife 
was living away from him by reason of her own 
fault, or by reason of his; for, were the wife 
maintaining a separate residence, without the 
fault of the husband, or without justification on 
her part, he would not be liable for necessaries 
furnished to her. 


In the claim made by plaintiff it appeared that 
medical fees of the patient’s doctor had been part 
of the recovery sought. Also, the hospital had 
made claim for the services of nurse. As to the 
latter, it was held that the hospital might prop- 
erly make a claim. However, it not appearing 
that the doctor had assigned his claim for profes- 
sional services to the plaintiff, it was held that 
the plaintiff could not sue for those services be- 
Cause the right of action was personal, to the 
doctor, and could not become the right of action 


April, 1937 


of the hospital until the doctor should assign 
his claim against the husband to the hospital. 
The doctor not having so assigned his claim, the 
hospital was not entitled to make that claim part 
of its case against the husband. 


—__.—_——_ 
Doctrine of Privileged Communications. 


General Accident, Fire & Life Insur. Co., Ltd., of 
Scotland v. Tibbs, 2 N. E. (2) 229, (Ind.) 


This was an action brought by Leota Tibbs in 
which she sought damages for fraud allegedly 
practiced upon her by the insurance company’s 
agents in inducing her to sign a release of her 
claim against an assured of the defendant. The 
plaintiff had judgment on the trial, and upon this 
appeal the judgment was reversed. 


One of the grounds of defendant’s motion for 
a new trial was that the court had erred in ex- 
cluding evidence of a nurse on the ground that 
such evidence came within the prohibition of 
privileged relations. Now, in Indiana, a statute 
(sec. 2-1714, Burns’ Ann. St. 1933) expressly ex- 
cludes certain testimony because of its privileged 
nature. This statute reads in part: “The follow- 
ing persons shall not be competent witnesses: 
Fourth: Physicians, as to matter communicated 
to them, as such, by patients, in the course of 
their professional business, or advice given in 
such cases.” 


At common law there was no privilege as to 
communications between physicians and patients, 
and statutes, such as the one here seen, being 
in derogation of the common law, are to be 
strictly construed. Therefore, in holding that the 
privilege does not include the offered testimony 
of a nurse, the court said: “A nurse certainly 
does not come within this definition as adopted 
by our courts, and any observation of her own 
could not be a privileged communicatien within 
the meaning of our statute.” Thus, this decision 
is clear in holding that the privilege established 
by the statute does not extend to third persons 
who are present at the attendance of a physician 
upon a patient, unless such third person were 
necessary for the purpose of transmitting infor- 
mation to the physician. 


In another Indiana case, which is a leading case 
upon the subject of privileged communications 
(Laurie Co. v. McCullough, 174 Ind. 477, 90 N. E. 
1014), it appeared that the plaintiff, Anna Mc- 
Cullough sued the Laurie Co. for injuries which 
she sustained when she slipped upon a greasy 
floor in the defendant’s place of business. The 
plaintiff took a judgment which was reversed 
upon this appeal. 





It was shown that the plaintiff, before she 
was injured, had taken treatment consisting of 
gymnastic exercises, from a Mr. Zink, who op- 
erated a gymnasium and orthopedic institute. 
The defendant offered to prove by this witness 
certain physical deformities of the plaintiff. The 
witness was not a licensed physician. This of- 
fered evidence was excluded by the court upon 
the ground that it was within the prohibition 
relating to privileged communications. Now, it 
is to be remembered that Zink was not a physi- 
cian, and that the statute excluding the testi- 
mony of a professional medical man used the 
word ‘physician.’ To carry the definition further, 
a physician is generally one who has been li- 
censed by state authority to practice medicine. 
So, in construing the statute relating to privi- 
leged communications the court said: “This stat- 
ute is in derogation of the common law and is 
not to be enlarged by intendment. It manifestly 
relates to general practitioners, and those only 
whose business as a whole comes fairly within the 
definition of ‘physician’. . 


“The witness Zink was not a physician within 
the meaning of that word. .. and made no claim 
to be such, and the information which he ac- 
quired while giving appellee a course in gym- 
nastic exercises was not privileged.” 


—— 


Whether the Nurse is the Agent of the Sur- 
geon—Liability of Charitable Hospital. 


Hallinan v. Prindle et al., 62 P. (2d) 1075, (Cal.) 


This was an action by Hallinan against Prindle, 
a physician, Miss MacKinnon, a nurse, and the 
Mills Memorial Hospital. The action was brought 
for injuries occasioned by the removal of a cyst 
on the patient’s abdomen. His injuries were 
caused by reason of the negligence of a nurse in 
furnishing the surgeon with formalin instead of 
novocain. The plaintiff took a judgment against 
the hospital and the nurse for $12,500, the sur- 
geon having taken a judgment at the trial. Upon 
this appeal it was ordered that the judgment as 
to the hospital be reversed and that the judg- 
ment against the nurse be reduced by $5,000.00. 
The judgment in favor of the surgeon was af- 
firmed. 


One of the issues of the case was whether the 
surgeon should be held liable for the negligence 
of the nurse, upon the ground that, in performing 
her duties she acted as the agent of the surgeon. 
The court decided this question in favor of the 
physician by its holding that he was not liable. 
Generally, the surgeon is not liable for the negli- 
gence of a nurse who is employed by the hospital 
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to assist him in operating. In 48 Corpus Juris 
1137 the following appears: “A physician is not 
liable for the negligence of hospital or nurses, 
attendants or interns who are not his employees 
if he has no knowledge thereof, or has no con- 
nection therewith, or if it is not discoverable by 
him in the exercise of ordinary care, or unless 
he is negligent in permitting them to attend the 
patient.” 


Another issue, of course, was made as to the 
liability of the Mills Memorial Hospital, one of 
the defendants. The hospital was held not liable 
upon the ground that it was a charitable institu- 
tion. However, the nurse was held liable for her 
negligence in failing to read the label upon the 
bottle which was supposed to contain novocain, 
but which actually contained formalin. This 
holding is in accord with the rule that all must 
answer for the consequences of their own negli- 
gent acts, which rule is the basis of the nurse’s 
liability. 


————»___ 


Authority of Hospital Superintendent to Trans- 
fer Negotiable Paper. 


Tway v. Southern Methodist Hospital and Sana- 
torium of Tucson, 62 P. (2d) 1318, (Ariz.) 


Tway sued the executor of the estate of a for- 
mer patient of the hospital, to enforce the allow- 
ance of a $140 claim, based upon a note given by 
the deceased to the hospital for services rendered 
while she was a patient. Plaintiff was formerly 
a bookkeeper in the hospital. When he resigned, 
the hospital owed him a sizable sum, and its su- 
perintendent suggested that he accept the note 
of the patient as a partial discharge of its obli- 
gation to him. Tway agreed to do so, and the 
superintendent wrote. an assignment in plaintiff's 
favor. The secretary of the hospital also signed 
the note, but instructed the superintendent not 
to deliver it to plaintiff until the president of the 
hospital corporation had signed. This was not 
done, and the appeal herein is decisive of the 
ownership of the note, the plaintiff claiming that 
he owns the note, and that the estate should pay 
him, while the hospital contends that it owns the 
note, and that there was never a sufficient assign- 
ment of the note to pass title. 


The court held that the transfer of the note 
by the superintendent, who had no authority to 
make the transfer, was not binding upon the hos- 
pital, even though the plaintiff was a creditor of 
the hospital. This follows, inasmuch as plaintiff 
had notice of the Jack of authority of the supe!- 
intendent to transfer the note unless it was first 
signed by the president of the corporation. 
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The International Hospital Congress 


will convene in Paris, July 5, of this year 

and continue through to July 11. The first 
full session and formal opening of the Congress 
will take place at 3 p. m., Monday, July 5, and 
will be followed by a reception at the Hotel de 
Ville, Paris, at 6 p. m. The sessions for the re- 
mainder of the week, including Sunday, July 11, 
will be filled with programs of large interest to 
hospital people from every country. The hon- 
orary president of the Congress is the President 
of the French Republic. 


The Congress will be held during the period 
of the Exposition in Paris, and will afford an 
opportunity to visit the Exposition. 


Te Biennial International Hospital Congress 


There has been a great deal of interest mani- 
fested upon the part of hospital people in the 
United States and Canada to take advantage of 
this opportunity to attend the Congress, and 
make a tour of the famous hospitals in Europe. 


Two tours have been arranged by the Ameri- 
can Express Company, with the assistance of 
Doctors Malcolm T. MacEachern and Claude W. 
Munger. Those who are interested may secure 
additional information relative to the tours and 
the program of the International Hospital Con- 
gress by writing to Dr. Claude W. Munger, Su- 
perintendent of Grasslands Hospital, Valhalla, 
New York, Dr. Malcolm T. MacEachern, Asso- 
ciate Director of the American College of Sur- 
geons, 40 East Erie, Chicago, or the American 
Express Company, Travel Department, 65 Broad- 
way, New York City. 


Itineraries 
Tour 1 


NEW York. Sail per the Mv BrRITAN- 
Nic of the Cunard White Star Line. 
HAVRE. Arrive. 

Proceed to Paris by special boat train. 
IN Paris. Morning of city sight-see- 
ing by motor coach: St. Jacques Tower, 
Palace of Justice, Ste. Chapelle, Lux- 
embourg Gardens, Panthéon, Notre 
Dame Cathedral. 

July 6 IN Paris. INTERNATIONAL HOSPITAL 

to CONGRESS. 

July 11 
July 12 


June 26 
July 4 


July 5 


Lyons. Morning trains from Paris via 
Dijon. 

IN Lyons. Day will be devoted to a 
visit to several of the hospitals in 
Lyons. 

Alx-les-BAINS. Early afternoon train 
from Lyons via Culoz. 


July 13 


July 14 
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July 


July 


15 


16 


InN Alx-les-BAINS Day will be spent 
in an inspection of the famous Springs. 
LEYSIN. Morning train from Aix-les- 
Bains via Geneva, Montreux and 
Aigle. 

Balance of the day will be devoted to 
an inspection of the hospital of Dr. 
Rolier. 

INTERLAKEN. From Leysin by rail via 
Montreux. 

LUCERNE. Grand Alpine trip by motor 
coach from Interlaken via Lake Brienz, 
Meiringen, Furka Pass, Rhone Glacier, 
Andermatt, Devil’s Bridge, Axenstrasse 
to Lucerne. 

IN LUCERNE. Free of program. 
HEIDELBERG. All-day trip by private 
automobile from Lucerne via the Black 
Forest: Via Zurich, Baden, Titisee, 
Triberg, Baden-Baden, Karlsruhe, 
Bruchsal to Heidelberg. 

IN HEIDELBERG. Morning of city sight- 
seeing by motor coach: Scheffelhaus 
(home of the Student Prince), Hotel 
Ritter, Old and New Universities, Stu- 
dents’ Homes and Club Houses, Castle, 
Gardens and Tun. 

Afternoon train to WEISBADEN. 
COLOGNE. By Rhine express steamer 
from Wiesbaden via Bingen, Coblenz 
and Bonn. 

Visit the Cathedral. 
AMSTERDAM. Morning 
Cologne. 

Afternoon excursion to Voldendam and 
Marken by tramcar, houseboat and mo- 
torboat. 

IN AMSTERDAM. Morning of city sight- 
seeing by motor coach: Queen’s Palace, 
Nunnery (visit Beguine’s Court), Old 
Canals, National Museum, Diamond 
Factory, Rembrandt House. 

Early afternoon train to THE HAGUE. 
Sightseeing by Motor coach: Vijver- 
berg, Mauritshuis with its world-fa- 
mous Picture Gallery, Peace Palace, 
proceed by the Old Scheveningsche Weg 
to Scheveningen and along the prom- 
enade and through Wassenaar to the 
House in the Wood, a royal villa. 
Evening train to the Hook of Holland, 
thence by cross-channel steamer to 
Harwich. 

LONDON. Arrive Harwich in the early 
morning and continue by rail to Lon- 
don. 


train from 





Balance of the day free. 
IN LONDON. A day of city sightseeing 
by motor coach: Tower of London and 
Bridge, Cheapside, St. Paul’s Cathe- 
dral, St. James Park and Palace, Buck- 
ingham Palace, Kensington Gardens, 
Westminster Abbey, Whitehall. 
All-day excursion by motor coach to 
Stoke Poges, Maidenhead, Windsor 
Castle, Eton College, Staines and 
Hampton Court. 
July 28 SOUTHAMPTON. By special boat train 
from London. 
Sail per the SS. AQUITANIA. 
Aug. 3 NEW YorK. Due to arrive. 
Price: From New York June 26 to New York 
August 3: 
Including Cabin Class steamship accommoda- 
tions—$743. 
Including Tourist Class steamship accommoda- 
tions—$592. : 
Tour 1A 


Same as Tour 1 to London, July 27, thence as 
follows: 
July 28 IN LONDON. Free of program. 
July 29 LEAMINGTON. By morning train from 
London. 
Excursion by motor coach through the 
Shakespeare Country: Kenilworth Cas- 
tle, Guy’s Cliff, Warwick Castle, Strat- 
ford-on-Avon, visit Shakespeare’s birth- 
place, Shottery, visit Ann Hathaway’s 
Cottage and Trinity Church. 
Evening Train to Liverpool. 
July 30 LIVERPOOL. Sail per the SS. ScyTHIA. 
Aug. 8 NEW York. Due to arrive. 
Price: From New York June 28 to New York 
August 8. 
Including Cabin Class steamship accommoda- 
tions—$695. 
Including Tourist Class steamship accommoda- 
tions—$595. 
Tour 1B 
Same as Tour 1 to London, July 25, thence as 
follows: 
July 26 IN LONDON. A day of city sightseeing 
by motor coach: Tower of London and 
Bridge, Cheapside, St. Paul’s Cathedral, 
St. James Park and Palace, Bucking- 
ham Palace, Kensington Gardens, West- 
minster Abbey, Whitehall. 
Depart London by motor coach for a 
six-day trip through the Shakespeare 
Country and Devon, proceeding as fol- 
lows: 
STATFORD-ON-AVON. Via Taplow, Maid- 
enhead, Henley-on-Thames, Oxford, 


Banbury, Kenilworth and Warwick 
Castles to Stratford-on-Avon. 

BATH. After visiting Shakespeare’s 
birthplace, Holy Trinity Church, Har- 
vard House, Ann Hathaway’s Cottage 
(at Shottery), continue after lunch 
via Broadway, Winchcombe, Chelten- 
ham and Gloucester to Bath. 
LYNTON. Continue via Cheddar Gorge 
and Caves, Wells, Glastonbury, Mine- 
head, Porlock and the coast road bor- 
dering Exmoor and the Lorna Doone 
Country to Lynton. 

TORQUAY. Via Barnstaple, Bideford, 
Clovelly, Stratton, Holsworthy, Oke- 
hampton, Moreton, Hampstead, and 
Bovey Tracey to Torquay. 

SALISBURY. Through Newton Abbot, 
Exeter, Lyme Regis, Bridport, Dor- 
chester, Thomas Hardy Country, Wim- 
borne, Ringwood to Salisbury. 

Aug. 1 LONDON. By way of Stonehenge and 
the Druids’ Circle, Winchester, Alton, 
Farnham, Guildford, Ripley to London. 

Aug. 2 

and IN LONDON. Free of program. 

Aug. 3 

Aug. 4 SOUTHAMPTON. By special boat train 
from London. 

Sail per the SS. QUEEN MARY. 

Aug. 9 NEW YorK. Due to arrive. 

Prices: From New York June.26 to New York 

August 9. 

Including Cabin Class steamship accommoda- 
tions—$877. 

Including Tourist Class steamship accommoda- 
tions—$680. 











Application Form 


Travel Department 
American Express Co. 
65 Broadway 

New York, N. Y. 


Enclosed please find my check for $ 
initial payment of $50 per person on the tour 
checked, for myself additional persons 
listed below. 
Tour 1] 


Tour 1-A Tour 1-B0 
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Among the Associations 


State and Province Association News 





IMPORTANT—The Ontario Hospital Associa- 
tion Convention has changed its dates from Octo- 
ber 25, 26, 27 to October 20, 21, 22. The Con- 
vention will be held in Toronto at Royal York 
Hotel. 











Association of Western Hospitals 


The Eleventh Annual Convention of the Asso- 
ciation of Western Hospitals will be held at the 
Biltmore Hotel, Los Angeles, April 12-15. The 
theme of this year’s convention will be, “Hospital 
Service Is a Profession. How Well Do We Carry 
Out Its Traditions?” During the convention there 
will be able addresses on the following topics: 


1. “The Manifold Obligations of the Hospital 
to the Public.” 

2. “Legislation and Hospitals.” 

3. “Group Hospitalization.” 

4, “The Interest of the Patient Is Paramount.” 

5. “The Growth, Causes and Cures of Malprac- 
tice Suits.” 

6. “Employee Welfare in the Broader Sense.” 


Each general assembly will be followed by a 
round table, in charge of able leaders. Sectional 
meetings have been provided for nurses, dieti- 
tians, social workers, auxiliaries, trustees, ac- 
countants, engineers, housekeepers, and record 
librarians. After each session there will be am- 
ple time for the discussion of the subjects pre- 
sented. 

Meeting with the Association of Western Hos- 
pitals in this convention will be the Association 
of California Hospitals, Western Conferences of 
the Catholic Hospital Association, and allied 
groups. 

The conventions of the Association of Western 
Hospitals have been invariably successful. Their 
programs have been sound, well arranged, and 
covered the leading subjects of interest to hos- 
pital administrators, trustees, and heads of the 
various hospital departments. The convention 
this year has been particularly well arranged in 
a delightful study, and at a time of the year which 
will attract the largest possible attendance. It 
affords the hospital people on the West Coast an 
opportunity to attend one of the best hospital 
meetings of the year. 

One of the features of the convention will be 
the technical and educational exhibits, space for 
Which is already sold out. Leading manufacturers 
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and dealers of hospital equipment and supplies 
will be represented in one of the finest exhibits 
provided at any convention. 


lowa Hospital Association 


The Iowa Hospital Association will hold its an- 
nual convention in Dubuque, April 26-28. An in- 
teresting program is planned and a large attend- 
ance is expected. 

Papers will be presented by Robert E. Neff, 
Administrator, State University of Iowa Hospi- 
tals, Iowa City; A. F. Branton, M.D., Superin- 
tendent, Willmar Hospital, Willmar, Minnesota; 
Malcolm T. MacEachern, M.D., Associate Direc- 
tor, American College of Surgeons, Chicago; Dr. 
Kate Daum, Director of Nutrition Department, 
University Hospitals, Iowa City, and Viana Mc- 
Cown, Executive Director, Iowa State Nursing 
Examiners. Round tables will be conducted by 
R. C. Buerki, M.D., Superintendent, State of Wis- 
consin General Hospital, Madison, and A. E. 
Hardgrove, Assistant Secretary, American Hos- 
pital Association. 

The guest speaker at the Annual Banquet will 
be William O’Brien, M.D., Associate Professor 
of Pathology, University of Minnesota, Minne- 
apolis. 

Meeting with the Iowa Hospital Association 
will be the Iowa Records Librarians’ Association, 
the Iowa Dietetic Association, and the Iowa 
League of Nursing Education. 


Fifteenth Annual Meeting of the New 
England Hospital Association 


The New England Hospital Association held 
its annual meeting in Boston, February 25-27. 
More than three hundred hospital people from 
the New England states were registered. The 
extensive commercial and educational exhibits 
were well arranged, and the display of hospital 
furniture, equipment, and supplies was staged by 
business concerns numbering almost fifty. 

The programs for the session were assembled 
not only for the entertainment of the delegates 
and guests, but for their education as well. 

At the Thursday morning session, with Mrs. 
Lucy Abbott Pollock presiding, the reports of the 
Association committees were presented. This 
was followed by a Symposium on Maintenance, 
led by Thomas S. Brown, M. D., superintendent 
of the Mary Fletcher Hospital, Burlington, Ver- 
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mont. This session introduced the following sub- 
jects for discussion: 

“Maintenance of Paint in Hospitals’’—D. E. 

Goldrich 
“Hardware, Locks and Door Closers’”—George 
Wheatley 

“Annunciator Systems’—Vernon Durbin 

“Electrical Equipment”—wW. L. Kelly and Wal- 

ter Blaker 

Following the symposium a round table cover- 
ing the subjects presented was conducted by the 
presiding officer. 

At one o’clock Dr. George E. Young of the 
Kennebec Valley Hospital, Skowhegan, Maine, 
presided at the luncheon, which was addressed by 
the Honorable Charles F. Hurley, Governor of 
Massachusetts. 

The Thursday afternoon session was given 
over to a Symposium on Maintenance over which 
Albert W. Buck, Ph. D., superintendent of the 
New Haven Hospital, New Haven, Connecticut, 
presided. The following subjects were discussed: 

“Fire Hazards’”—Samuel J. Pope 

“The Power Plant”—Ernest C. Whitaker 

“Refrigeration”—W. W. Fullerton 

“Critique of Steam Sterilization’—Carl W. 

Walter, M. D. 

“Plumbing”—L. B. Stine 


Following this session a round table was con- 
ducted by the presiding officer. 

At four-thirty the Massachusetts Hospital As- 
sociation held its annual meeting. 


On Friday morning William O. Rice, M. D., 
superintendent of the Rhode Island Hospital, 
Providence, was in the chair. The following sub- 
jects were discussed: 
“Newer Architecture of European Hospitals” 
—William A. Riley 

“The Ladies’ Auxiliary’—Mrs. Arthur J. 
Crockett 

“Physical Therapy in the Modern Hospital’”— 
Claude LL. Payzant, M. D. 

This session was also followed by a round table. 


One of the interesting features of the conven- 
tion was the exhibit of “gadgets” consisting of 
equipment and accessories developed by the dif- 
ferent hospitals. At a round table led by Sidney 
Bergman, assistant superintendent of Beth Israel 
Hospital, Boston, a demonstration of these gad- 
gets was made. 


The Trustees’ Section met at ten o’clock on 
Thursday. They had a two-hour session on the 
problems of administration under the leadership 
of Mr. Ingersoll Bowditch of the Faulkner Hos- 
pital, Boston. The meeting was attended by sev- 
enty-five or more trustees of hospitals. 
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At the luncheon on Friday, at which Mrs. Lucy 
Abbott Pollock presided, the guest speaker was 
Claude W. Munger, M. D., president of the Amer- 
ican Hospital Association. 


On Friday afternoon George A. Maclver, M.D., 
superintendent of the Worcester City Hospi- 
tal, Worcester, Massachusetts, was in the chair. 
The program in the afternoon began with a Sym- 
posium on Fractures, at which the following ar. 
ticles were presented: 


“The Problem’—F. J. Cotton, M. D. 

“Organization and Standardization’—Joseph 
Shortell, M. D. 

“Equipment for Their Treatment”—William A. 
Reggio, M. D. 

“Classification and Affiliation of Hospitals’— 
Gordon M. Morrison, M. D. 


This was followed by addresses on “The Amer- 
ican Hospital Association” by Bert W. Caldwell, 
M. D., “Hospital Insurance Plans in Force in New 
England—A Review” by Nathaniel W. Faxon, 
M.D., and “Recent Developments in Training of 
Interns” by Carl M. Petersen, M. D. At four 
o’clock a Question Box was conducted by the pre- 
siding officer. 


The Annual Banquet of the Association was 
held on Friday evening at the Hotel Statler. W. 
Franklin Wood, M. D., director of the McLean 


‘ Hospital, Waverly, Massachusetts, was master of 


ceremonies. The Banquet was followed by the 


Annual Ball. 
On Saturday Donald S. Smith, superintendent 
of Mary Hitchcock Hospital, Hanover, New 
Hampshire, presided over the meeting and the 
following subjects were discussed: 
“Educational Opportunities in the Small Hos- 
pital’”—Joelle C. Heibert, M. D. 

“First Impression’—Wilson W. Knowlton, 
M.D. 

“Getting Proper Publicity for Your Hospital” 
—Joseph P. Leone, M. D. 

“Ally or Alibi?”—Phyllis Goodall, R. N. 

“Liability Insurance’”—Henry M. Pollock, M. D. 


At the end of the session the convention re- 
solved itself in a business meeting where the re- 
ports of the Resolutions Committee and the Nomi- 
nating Committee were received, and the new 
officers elected and installed. The officers for the 
coming year are: 

President—W. Franklin Wood, M. D., McLean 

Hospital, Waverly, Massachusetts 
Vice-president—William O. Rice, M. D., Rhode 
Island Hospital, Providence, Rhode Island 
Treasurer—Oliver G. Pratt, Salem Hospital, 

Salem, Massachusetts. 
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Secretary—A. G. Engelbach, M. D., Cambridge 
Hospital, Cambridge, Massachusetts 
Board of Trustees— 
Fuschia C. Dillenbach, R. N. 
Harmon P. B. Jordan, M. D. 
Celia E. Brian, R. N. 
Joelle C. Hiebert, M. D. 
Lucy Abbott Pollock, R. N. 














The Southeastern Hospital Conference 


The Southeastern Hospital Conference will 
meet in Atlanta, Georgia, April 8-10. This is the 
initial conference of the hospital people in Ala- 
bama, Georgia and Florida, and a large attend- 
ance is anticipated. The program has been ar- 
ranged to cover a wide variety of subjects which 
are of particular interest to hospital trustees and 
administrators. 

The general arrangements are in charge of the 
following presidents of the three hospital asso- 
ciations : 

W. D. Barker, President of Georgia Hospital 

Association 
Charles W. Caraway, President of the Alabama 
Hospital Association 

Mary Corbett, President of the Florida Hos- 

pital Association 



















Thursday Morning, April 8 


OPENING SESSION 
Registration 8:00 to 9:00 o’clock 
Presiding: W. D. Barker, Superintendent Georgia 
Baptist Hospital, Atlanta, and President 
Georgia Hospital Association. 
Invocation 
Dr. Louie D. Newton, Pastor Druid Hills 
Baptist Church, Atlanta 
Introduction of Guests 
Organization: The Election of a President and 
three Vice Presidents, one each for Alabama, 
Florida and Georgia 
Announcements 
Adequate Clinical Records in a Small Hospital 
and How to Secure Them 
Helen Branham, R. N., Superintendent Ware 
County Hospital, Waycross, Georgia 
Discussion 
Round Table Conference on General Hospital 
Problems 
Fred Walker, Superintendent, Duval County 
Hospital, Jacksonville, Florida 
12:00 noon to 2:00 o’clock inspection of exhibits 





























Thursday Afternoon 
2:00 o’clock 






Nursing 
The New Curriculum and How It Can Be 
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Adapted to the Small School of Nursing 
Lutie C. Leavell, R. N., Educational Director, 
Grady Hospital School of Nursing, At- 
lanta, Georgia 
Discussion 
What Constitutes Good Nursing Service? 
Jean Trentham, St. Luke’s Hospital, Jack- 
sonville, Florida 
Discussion 
The Efficient Supervisor 
Lucy Harris, R. N., Superintendent of 
Nurses, Georgia Baptist Hospital, Atlanta, 
Georgia 
Discussion 
Round Table Conference on Nursing Problems 
Durice Dickerson, R. N., Executive Secre- 
tary, Georgia State Nursing Association, 
Atlanta, Georgia 
Inspection of exhibits 


Thursday Evening 
7:30 o’clock 


Dinner and Dance at Biltmore Hotel 
Russell H. Oppenheimer, M. D., Superintendent 
University Hospital and Dean, Emory Univer- 
sity School of Medicine, Atlanta, Toastmaster 
Presentation of Guests 
Greetings from City of Atlanta 
Hon. I. Gloeer Hailey, Mayor (pro tem.) 
Greetings from State of Georgia 
His Excellency E. D. Rivers, Governor 
Address 
Dr. Bert W. Caldwell, Executive Secretary, 
American Hospital Association, Chicago 


Dance 
Friday Morning, April 9 


9:00 o’clock 


What the Hospital Should Do for the House 
Staff ; 
Lewis E. Jarrett, M. D., Superintendent, 

Hospital Division, University of Virginia, 
Richmond 
Discussion 

The Intern’s Viewpoint 

Emory D. Hollar, M. D., Surgical Resident, 
Emory University Division Grady Hos- 
pital, Atlanta 

Discussion 

Food Service in the Small Hospital 

Mattie J. Ridgway, Chief Dietitian, Grady 
Hospital, Atlanta, Georgia 
Discussion 

Drug Service in the Small Hospital: How 
Handled and What Drugs Are Usually Ad- 
ministered Free 
Colvin ‘Wilhite, Chief Pharmacist, Grady 

Hospital, Atlanta 





Discussion 
Round Table Conference on Small Hospital 
Problems 
W. S. Rankin, M. D., Director, The Duke En- 
dowment, Charlotte, North Carolina 
12:00 Noon to 2:00 P. M. 
Inspection of Exhibits 


Friday Afternoon 


2:00 o’clock 
Relationship of State and Provincial Hospital 

Associations to the American Hospital As- 

sociation 

Graham L. Davis, Duke Endowment, Char- 
lotte, N. C. 

Discussion 
A New Type of Hospital Insurance 

Alden B. Mills, Managing Editor, The Mod- 

ern Hospital, Chicago, Illinois 
Discussion 
The Spirit of the Hospital ; 

A. M. Calvin, Executive Manager, Midway 
and Mounds Park Hospitals, St. Paul, 
Minn., and President of the American 
Protestant Hospital Association 

Discussion 
Round Table Conference on General Hospital 

Problems 

James A. Hamilton, Superintendent, Cleve- 
land City Hospital, Cleveland, Ohio 

Inspection of Exhibits 


Friday Evening 


7:30 o’clock 
The Efficient Hospital and the Cost of Hos- 
pital Service 
C. W. Roberts, M. D., Atlanta 
The Responsibility of the Trustee in Making 
the Hospital What it Should Be 
Hon. Harris Burns, Secretary, Board of 
Trustees, Birmingham Baptist Hospital, 
Birmingham, Alabama 
How Much of a Menace Is Tuberculosis to the 
Community? 
C. C. Aven, M. D., Atlanta 
Are Social Diseases a Menace to the Commu- 
nity? 
James Edgar Paullin, M. D., Atlanta 
Saturday Morning, April 10 


9:00 o’clock 
Finances 
Endowments and Bequests 
Bryce L. Twitty, Superintendent Baylor 
University Hospital, Dallas, Texas 
Discussion 
“The Organization and Functioning of the 
Business Office of the Small Hospital. The 
Admission of Patients; The Fixing of Fees; 


Collections, When and How Made; Credit, 
When and How Extended” 
A. M. McCarthy, M. D., Electric Mills, Mis. 
sissippi 
Distributed Payment Plan for Hospital Service 
or Group Hospitalization 
A. J. Hockett, M. D., Superintendent, Touro 
Infirmary, New Orleans, Louisiana 
Discussion 
Round Table Conference on Hospital Finances 
Mr. John R. Mannix, Assistant Administra- 
tor, University Hospitals, Cleveland, Ohio 


Saturday Noon 


Closing General Session for the transaction of 
business, permanent organization and other 
items 

State Groups hold luncheon meeting for trans- 
action of state business. Adjournment 

icicles 


Oregon Association of Hospitals 


The Oregon Association of Hospitals held its 
third annual meeting in Portland, February 22, 
under the presidency of R. W. Nelson. 

The Association was organized three years ago, 
and has grown until two-thirds of the hospitals 
of the state are represented in its membership. 

Among those appearing on the program were 
C. J. Cummings, superintendent of Tacoma Gen- 
eral Hospital, Tacoma, Washington, Mabel Alex- 
ander, R.N., chief nurse of the Veterans’ Hos- 
pital, Portland, Ralph Couch, superintendent, 
University of Oregon Medical School, Hospitals, 
and Clinics, Portland, Philip J. Bartle, M.D., vice- 
president, Eugene Hospital and Clinic, Eugene, 
C. H. Manlove, M.D., superintendent, Good Sa- 
maritan Hospital, Portland, William Gahlesdorf, 
business manager of the Salem General Hospital, 
Salem, Letha Humphrey, R.N., superintendent of 
Shriners’ Hospital for Crippled Children, Port- 
land, Mrs. Jessie Fletcher, R.N., superintendent 
of Corvallis General Hospital, Corvallis, and Paul 
I. Carter, M.D., manager of the Veterans’ Facility, 
Portland. 

A survey of the Oregon Hospital showed that 
there had been a maximum increase of forty per 
cent in food costs over the prices prevailing dur- 
ing the depression. 

At the annual dinner at the Multnomah Hotel 
fifty-one members were present, and the follow- 
ing officers were installed for the coming year: 

President—Celia Bast, R.N. 

Vice-President—Ralph Couch 

Secretary and Treasurer—Grace Phelps, R.N. 

Directors: 

Reverend Axel M. Green 

Mrs. Gertrude L. Mount, R.N. 

P. J. Bartle, M.D. 
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PHYSICIANS ... HOSPITAL ADMINISTRATORS .. 


- GRADUATE NURSES. 


. DIETITIANS... TECHNICIANS 


M. BURNEICE LARSON, 
DIRECTOR 


....tell us who you are...and where you've 
worked...and what you hope to do 


of doing things that soon are ruts and they get 
deeper year by year till all the fun and lilt and 
use of life are gone. 


Sometimes, do you forget the finer things that 
can be true and do you go about your work as 
though you were machine, as though the better 
things were far beyond your reachP 


Do you sometimes, often, end a day of work with 
leaden spirits, tired, contemptuous some of work, 
doubtful that it could be fine? 


There isn’t any truth nor worth in that. Instead 
it can be opposite! All things you long to be, all 
things you dream you'll be can be yours or almost 
yours and the work you do can thrill you like 
exultant song. 


Too often, folks like you, and we, fall into ways 


We’ve jobs for you that you could love; or, we 
will find them for you. That is our grand, great 
business. It thrills us like exultant song. 


Tell us what you’ve done. Tell us who you are 
and where you’ve worked and what you dream 
and hope to do. Then when we find it for you 
... master it! Make it a wonderful job. Make 
it make you sing and hum and smile all day long. 
Make it thrill you like exultant song. Write and 
tell us what you want. 


The MEDICAL BUREAU | 


55 E. Washington Street 
The top floor of the tower of the Pittsfield Building 
CHICAGO, ILLINOIS 


April, 1937 





Legislative Notes 


Senate Bill 531 


ENATOR BURTON K. WHEELER, of Mon- 
S tana, has introduced a bill known as S. 531, 
to provide compensation for disability or 
death resulting from injury to employees of con- 
tractors on public buildings and public works. 
This has been referred to the Committee on Edu- 
cation and Labor. The bill requires contractors 
on federal projects to cover their employees un- 
der the compensation laws of the state in which 
the project is located. Contractors are made 
further responsible for sub-contractors’ covering 
their employees as well. In any state where no 
workmen’s compensation act exists, the employees 
are to be covered according to the Federal Long- 
shoreman’s Compensation Act. 


This is a meritorious bill and if enacted will 
provide hospitals with the same protection for the 
care of injured workmen on federal contracts as 
is now afforded for other workmen in their states. 
Hospitals should encourage the passage of this 
bill in any way within their means, particularly 
through contact with their representatives in 
Congress. 


Disaster Loan Corporation 


Congress passed S. 1439, which was approved 
by the President on February 11, 1937, creating 
the Disaster Loan Corporation as a subsidiary to 
the Reconstruction Finance Corporation, and ap- 
propriated $20,000,000 to be used for the making 
of loans as it may determine to be necessary or 
appropriate because of floods or other catastro- 
phes in the year 1937. While this is primarily 
intended for Ohio and Mississippi flood relief, 
yet, as indicated, it would apply to any other catas- 
trophes occurring in 1937. 


The money is loaned at an interest rate of three 
per cent. There are no restrictions as to collateral 
—the Disaster Loan Corporation having the 
authority to make character loans where it con- 
siders them to be advisable. 


At a conference on February 16, 1937, Mr. 
Harry L. Hopkins gave the following answer to 
the question noted: 


“What is going to be your policy with reference 
to rehabilitating churches, schools, and hospitals 
in the flood area?” 


“The Works Progress Administration cannot 
undertake work on property that is not owned by 
a governmental agency, but can do work on such 
buildings as public schools and public hospitals. 
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Sponsors will be expected to make such contribu- 
tions as they can, and the proportion of Federal 
funds provided by the Works Progress Admin- 
istration will be decided upon the circumstances 
in each individual case. 


“The Disaster Loan Corporation can make 
loans for the rehabilitation of privately owned 
schools and hospitals and has authority to lend to 
churches. The Red Cross assumes responsibility 
for the rehabilitation of churches, lodge build- 
ings, and similar privately owned structures 
which were used for housing flood refugees and 
damaged in the process. 


“Proposals for undertaking large building con- 
struction projects should preferably be presented 
to the Public Works Administration.” 


Parliament of Canada 


A resolution has been introduced in the Domin- 
ion Parliament, authorizing the appointment of a 
committee to study social conditions in reference 
to the drafting of legislation directed toward the 
improvement of social and economic conditions. 
Reference is made to the recent social security 
legislation in the United States, and it is sug- 
gested that particular study be made of it in 
regard to the extension of similar benefits to the 
citizens of Canada. 


State Robinson-Patman Bills 


Congressman Wright Patman, of Texas, in 
speaking before the House of Representatives on 
February 25, 1937, in regard to the Robinson-Pat- 
man Law, had this to say regarding similar state 
acts: 


“T was asked by different trade organizations 
to prepare a bill that would, if passed by the state 
legislatures, be as effective in the particular state 
passing it as this law is effective in the Nation. 
I assisted in the preparation of such a bill, and I 
am glad to report to the House that this bill, 
although it was prepared and submitted less than 
sixty days ago, has already passed both houses 
of the legislatures and has been signed by the gov- 
ernors and has become a law in Wyoming, Tennes- 
see, and Montana. 


“The bill has been passed in one house of the 
legislatures in North Dakota, Oregon, Kansas, 
and Utah. The bill is pending in the following 
States: California, Georgia, Indiana, Minnesota, 
Maine, Massachusetts, Missouri, New Hampshire, 
New Jersey, New York, South Dakota, Wiscon- 
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>EXERCISE<-« 


Exercise is one of the important factors 
in the treatment of constipation. Of 
equal importance are suitable diet and 
a regular habit time for bowel move- 
ment. Unfortunately, under the pres- 
ent mode of living, such strict regimen 
is difficult to enforce. While your pa- 
tient may be inclined to forsake suit- 


able diet and exercise, it is imperative 
that a daily bowel movement be main- 
tained. Petrolagar assists in establish- 
ing a normal bowel movement as it 
mixes intimately with the feces to form 
a soft easily passed stool. ... By the 
use of Petrolagar habit time may be 
readily established and maintained. 


Petrolagar Laboratories, Ine., Chicago, Ill. 


Petrolagar is a mechanical emulsion of pure liquid petrolatum (65% by volume) and agar-agar. Accepted by 
the Council on Pharmacy and Chemistry of the American Medical Association for the treatment of constipation. 


Petrolagat 
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sin, New Mexico, Ohio, Michigan, Oklahoma, 
Idaho, Texas, Iowa, and South Carolina. It is 
significant that the bill has not been defeated in 
any legislature in this Nation; it has not been 
defeated by either house in a legislature or by a 
committee of either house in a legislature in this 
Nation. Evidently there is some reason why this 
law has become so popular among those who are 
affected by it. The reason is evident, if you will 
study the reasons why the law was enacted.” 


The state bills above referred to are aimed to 
regulate intra-state trade practices, as the Fed- 
eral law regulates interstate trade practices. If 
experience is showing that the Robinson-Patman 
Act is proving inimical to hospitals, the state acts 
are likely to be even more so, because most of. 
hospital purchasing is intrastate. Therefore, 
state hospital associations should take immediate 
cognizance of this apparently organized movement 
and seek an exemption for charitable institutions 
in the state acts if they deem it advisable. 


State Legislation 


A member of the New York Assembly has intro- 
duced a resolution requesting that a joint com- 
mittee of the Senate and Assembly be appointed 
to investigate the public and private hospitals of 
New York City, in view of the receipt of reports 
that gross inefficiency in administration is result- 
ing in serious harm to patients, with consequent 
loss of life. 


The Attorney General of New York has declared 
invalid Rule No. 22 of the Industrial Commission, 
which prohibited hospitals from including in their 
charges to the Commission charges for x-ray, 
laboratory, and therapeutic services. Under the 
rule, charges for these services had to be ren- 
dered directly by the physicians in charge of the 
respective departments. The Attorney General 
stated that neither the background nor the 
statutes supported the arguments advanced, and 


if such a stringent rule was desired, it should 
be submitted to the legislature for action. 


Health insurance laws have been introduced jn 
the legislatures of New York, Massachusetts, and 
Pennsylvania. Their provisions are quite similar 
to each other and provide for payment by both 
employer and employee according to wages. Ip 
addition to medical and dental care, they would 
provide for twenty-one days’ hospital care to the 
insured, without cost, and an additional ninety 
days at a cost of fifteen per cent of hospital 
charges to the insured. 


Lien laws covering pbysicians, nurses, dentists, 
and hospitals have been introduced in the legisla- 
tures of Georgia, Ohio, and Rhode Island; cov- 
ering physicians and hospitals in Illinois; and 
covering hospitals only in Michigan and Maryland. 


While amendments to workmen’s compensation 
acts have been introduced very abundantly in 
every one of the legislatures of the forty-three 
states now in session, the complete rewriting of 
acts has been introduced in Pennsylvania, Massa- 
chusetts, New Mexico, Georgia, and New Jersey. 


Particularly vicious bills that would make con- 
pulsory upon any hospital receiving state aid or 
any exemption from state taxes to grant equal 
medical privileges to all licensed practitioners, 
have been introduced in Utah, South Dakota, and 
Wyoming. These bills, if enacted, would remove 
from hospitals all right of supervision over the 
type of medical service rendered in the hospital, 
and would eliminate any restrictions in the prac- 
tice of specialties such as surgery. They should 
be defeated. 

Acts affecting registration of nursing and nurs- 
ing education have been introduced in the legisla- 
tures of California, Mentana, New Mexico, New 
York, Colorado, and Pennsylvania. 


New bills are continually being received from 
various states, so that the lists of states noted 
in any of the aforementioned are not final. 








Hospital Repays Financial Aid in Depend- 
able Service to the Community 


Is it any wonder then, that the hospital has 
assumed an irrevocable and important economic 
position in the perpetuation of the happiness and 
well-being of the community? There can be no 
one so naive in his imagination to not think of the 
hospital as an indispensible factor in human prog- 
ress. To the contrary, there is abroad the general 
impression that from the economic viewpoint 
alone, to say nothing of the human aspect, it actu- 
ally repays the city, county and commonwealth to 
render financial aid to hospitals in return for 
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their constantly dependable service to the com- 
munity. 


—g———_ 


A New Hospital Day Feature 


A new feature this year for National Hospital 
Day will be the presentation of a cup by the 
Parke, Davis & Company to the hospital having 
the best planned publicity. 


The National Hospital Day Committee will 
select the winner for this award at the same time 
that it makes the decision on the certificate of 
award by the American Hospital Association. 
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Non-Profit Hospital Has Many Advantages 


R. D. BRISBANE, Superintendent 


Sutter Hospital of Sacramento, Sacramento, California 


der private ownership or operating as pri- 

vate corporations would be interested in 
our experience of what may be gained through 
a change in corporate structure, the following 
synopsis is given of such a metamorphosis. 


B cc: privat THAT many hospitals now un- 


Two years ago Sutter Hospital Association, a 
profit corporation, applied to the commissioner of 
corporations of the state of California, for a new 
franchise under the name of the Sutter Hospitai 
of Sacramento that would permit operation as a 
non-profit corporation, with a transfer at par of 
outstanding stock, to bonds at low interest rates. 


Under the old corporation that has been in 
existence since 1923, $450,000.00 worth of com- 
mon stock had been issued in order to build the 
hospital; and later $130,000.00 worth of preferred 
stock had been sold to complete the building. 
Dividends on the preferred stock were cumulative, 
therefore, interest had to be kept up year after 


year and it likewise was necessary to show a profit 
yearly in order to pay these dividends, for divi- 
dends can be paid only from a legal profit. 


An income tax was obligatory whenever profits 
were shown, and with the hospital doing as much 
charity as in many other hospitals on a charitable 
basis, no recognition of this fact was apparent 
because of the form of corporate structure. 


Although this was the first time that a trans- 
action of this kind had been petitioned, the com- 
missioner of corporations after required hearings, 
granted the change. A petition was then carried 
to the Internal Revenue Bureau for recognition 
of the new corporation as non-profit and this re- 
quest was granted, freeing the institution from 
income taxes as well as from Social Security leg- 
islation. A similar petition was made to the state 
franchise commissioner with the same result. 


Because of the change in corporate structure, 
Sutter Hospital of Sacramento finds itself able to 
see the money formerly spent on taxation now 
used for relief of needy and part-pay guests that 
are received from the adjacent county hospital 
after authority from their social service depart- 
ment, as well as charity cases not eligible for 
county relief. In addition, freedom from the 
necessity of showing a profit each year allowed 
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rates to be reduced in the institution to the mini- 
mum of $6.00 per day for a private room with 
some rooms at $7.00 or $8.00 per day, these rates 
including the usual meals, nourishment, and one 
general nurse to every three guests, besides the 
private room accommodations. 


How the Hospital May Redeem Its Bonds 


Another feature inaugurated was redemption 
of all bonds at par on hospital bills. As stock 
legally could not be redeemed by the hospital, the 
possibility of using bonds for illness has meant 
much to the financially embarrassed. The hos- 
pital, by offering to redeem any bonds at “fifty,” 
“pegged” the value overnight; and former stock 
that could not be sold was immediately available 
in bonds for collateral at twice or more its former 
value for needed loans or other use. 


The Change in the Public’s Viewpoint 


Especially valuable has been the change in atti- 
tude of the public’s viewpoint. Where formerly 
many unpleasant remarks were made of private 
“profiteering” even though rates were low, the 
very word “non-profit” conveys a much better 
impression and allays criticism of seemingly large 
bills. Increase in patronage has been much above 
the average expected from the normal upturn of 
business. 


In connection with the change, the members 
of the Intercoast Hospitalization Insurance Asso- 
ciation, first of these plans to unite all hospitals 
of the community and the medical and dental pro- 
fessions as its sponsors, were offered any $6.00 
per day private room at a cost of only $1.00 per 
day above the rate paid by the Association, giving 
these members the privacy of a room at a mini- 
mum rate. It might be mentioned in passing, 
that the cooperation has resulted favorably for 
both the Association and the hospital, inasmuch 
as the Association members receive the best of 
care without any hospital employee knowing their 
status, and resulting in approximately ten per 
cent of the hospital’s patronage from Association 
members, that being the approximate proportion 
to the population of Sacramento of members in 
the Association. 
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N { ON EL* washers offer two definite improvements. Each important. 


But distinct and separate: 


1. They cost less to operate. 


Hundreds of users of Monel washers tell us “we use less water,” “we 
use less steam,” ““we use less soap and supplies.” The “why” of that is that 
Monel cylinders have more than twice as much open area. Result: more 
rapid washing. Better circulation. Also, a smaller clearance between cyl- 


inder and shell. That takes less water—and less supplies. 


2. They do better work for more years. WHY? 


Monel doesn’t wear out. It is stronger and tougher than steel. It never 
rusts. Its smooth, solid surface is not corroded by soaps, sours, dilute 
bleaches. Hence—no rewashes, no snagged, torn fabrics with Monel. Many 
Monel washers to-day are turning out the same smooth work they did 


when first installed 10—15—even 20 years ago. 


And for the same reasons, you get the same savings from Monel, in ex- 
tractors, table tops, pails, and starching equipment. Write to-day for 


exact information. 


THE INTERNATIONAL NICKEL COMPANY, INC. 
67 WALL STREET NEW YORK, N. Y. 


*Monel is a registered trade-mark applied to an alloy containing approximately 
two-thirds Nickel and one-third copper. This alloy is mined, smelted, refined, 
rolled and marketed solely by International Nickel. ; 





The Corporate Change and Increased Wage Scale 
The corporate change has made it possible to 
increase the wage scale of the employees, nurses 
being placed on an eight hour basis and raised 
from $95.00 to $105.00 the month with board and 
laundry, and other departments in proportion. 


In lieu of the Social Security savings, the hos- 
pital has established a sliding schedule of savings 
and bonus, starting with the second year of serv- 
ice and graduated up to three per cent with ten 
years of service and onwards, of year’s salary. 


The credits to the individual employee are 
placed on a pass-book similar to those used in a 
savings bank, being in the form of a promissory 
note, maturing after five years, bearing interest 
at the rate of four per cent per annum. 


These savings are payable upon termination of 
employment, in time of emergency or when the 
note matures and, with the principal and interest 
together with a part of the monthly savings that 
he is encouraged to make, form the basis for a 
very substantial amount of cash in time of need, 
illness, or possible unemployment. 


The sum of credits to employees’ pass books are 
banked in insured deposits with local banks; and 
it is intended that the yearly contributions of the 
hospital will equal or exceed the amount required 
by the Federal and State in Social Security legis- 
lation. 


Hospitals and Social Security 


It is the belief of this hospital management 
that hospitals should be leaders in the movement 


for adequate compensation of labor and their pro- 
tection against unemployment and old age haz- 
ards, even though the present legislation may be 
imperfect from the standpoint of labor and from 
the experience of European countries. 


Likewise, rates tu patrons should be held high 
enough to provide adequate wages, commensurate 
with or in excess of existing union labor sched- 
ules. Too many times poor management and 
wasteful methods of operation or the detriment 
of private ownership are responsible for the out- 
rageously low wages paid many hospital em. 
ployees. With the exception of localities where 
drought or other exigencies have lowered the gen- 
eral scale of existence, an adequate living wage, 
good wholesome food, and good working condi- 
tions, are the right of every employee, no matter 
whether employed by a factory, store, mine, or 
hospital. 


Exclusion of Oriental employees and other rea- 
sonable demands of union labor should have been 
the ideal for humanitarian hospital management 
long before unions were in existence thus fore- 
stalling the Frankenstein of collective bargaining, 
that now is frightening some hospitals, but which 
is but a result of their own making. 


The unfortunate class distinctions seen in food 
especially, and employment, in some of the other- 
wise fine hospitals of the country, are and will 
be the cause of some real trouble for their man- 
agement unless changed. 


The Golden Rule evidently needs some real 
refurbishing by many of us. 








A Bequest of $250,000 for Oxford, Ohio 


Mrs. Elizabeth McCullough Heath bequeathed 
an estate estimated at $250,000 for the construc- 
tion and maintenance of a hospital in Oxford. 
Her will directed that the Heath family home in 
Oxford be used for a hospital if possible; and that 
at least four beds be always available for patients 
unable to pay. The will instructed that the hospi- 
tal be administered by five trustees appointed for 
five year terms by the mayor of Oxford and sug- 
gested that Dr. H. H. Smith of Oxford, or his son, 
Dr. Parke Smith, of Cincinnati, be named as 
chairman of the board. 


The will named Miss McCullough, sister of 
Mrs. Heath, and the First National Bank of Cin- 
cinnati as co-executors. It directed that should 
the village of Oxford decline to accept the gift, 
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the estate would go to Berea College, Berea, Ken- 
tucky. 


>> 


Miss C. M. Powell, who for the past six years 
has been superintendent and business executive of 
the Blythedale Hospital and Home for Cripple 
Children, in Vahalla, New York, has resigned. 
Miss Ceil Witover, who has been secretary of the 
hospital for several years, has been appointed to 
succeed Miss Powell. 

In the near future, Miss Powell will open in 
New York a Professional Service for the place- 
ment of Hospital and Nursing School Staffs. 


—_—_—~.——_—— 


Emanuel M. Giddings, M.D., former medical 
superintendent of the Morrisania City Hospital, 
New York City, has been appointed medical su- 
perintendent of the Kings County Hospital, Brook- 
lyn, New York. 
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BOTH ARE “LITTLE THINGS’..BUT 





important in patient care 


HERMOMETERS and soap... of 
, they are “little things” 
physically. But how important both 
are in proper patient care—and no- 
body knows better than you how 
carefully they must be selected for 
your hospital! 

The best soap is bland and sooth- 
ing. Made of pure vegetable oils that 
ate kind to supersensitive, tender 
skins. Free from adulterants or heavy 
animal fats. Soap that lathers freely 
in warm or cold water. And that’s 
why so many leading hospitals 
thoose Palmolive Soap .. . made 
from choice Olive and Palm oils. 


In addition, patients prefer Palmolive. 
Proved by the fact that more peo- 
ple buy Palmolive for use in their 
homes than any other toilet soap! 





Palmolive’s Extra Quality is Free 
Yes, it is actually FREE! Because 
Palmolive Soap costs no more than 
many less-favored brands. 

Your C.P.P. Representative will 
gladly quote prices on Palmolive 
Soap—and on the finest, most eco- 
nomical soaps for laundry and main- 
tenance use, too. Or write Colgate- 
Palmolive-Peet Co., Industrial Dept., 
105 Hudson St., Jersey City, N. J- 
for the valuable Free Booklet: “‘Hos- 
pital Housekeeping and Cleanli- 
ness.” It’s a dependable soap-buying 
guide. No obligation. Why not send 
for your free copy—-TODAY? 


Palmolive Soap 


CHOSEN EXCLUSIVELY FOR THE DIONNE QUINS BY DR. DAFOE 


April, 1937 
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Children's Camp Part of Arizona's Campaign 
Against Tuberculosis 


Arizona’s out-of-the-ordinary activity in the 
battle against tuberculosis is the establishment 
of a “tubercular preventorium” near Tucson, 
where children believed to be especially suscept- 
ible to tubercular infection are given preventive 
treatment. 


A group of buildings in one of Arizona’s most 
beautiful desert settings has been adapted to pro- 
vide a home to care for children who would, un- 
der ordinary conditions, contract tuberculosis. 


The children’s camp has been made possible 
through funds allotted by the Works Progress 
Administration. It is located at the foot of the 
Tucson Mountains about 15 miles west of Tucson. 
Once used by the Civilian Conservation Corps, 
the camp—with its bar- 
racks, mess hall, recrea- 











A view of the Tucson Tuberculosis Preventorium for 
Children, 


an elevation of 4,500 





tion hall, administration 
building, infirmary, wa- 
ter and electric plant, 
and_ kitchen — provides 
comfortable accommoda- 
tions. for the children 
during the winter 
months. These winter 
quarters are located in 
the desert, in a location 
that has no shade. On 
account of the frame 
construction of the build- 
ings, the camp becomes 
excessively hot during 
the summer months, so, 
a summer camp has been 
established at Oracle, at 











A view of the Summer Mountain Camp erected at Oracle 
to provide facilities for protecting children against tuber- 
culae infection 
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feet. 


Needy children, from 
four to twelve years of 
age, whose case histories 
have been investigated 
by Pima County officials, 
are accepted for enroll- 
ment by the preventor- 
ium. Approximately 100 
youngsters have been 
wards of the school since 
it was started nearly a 
year ago. County off- 
cials hope that this pre- 
ventorium will become a 





permanent institution. 


The Children’s Hospi- 
tal at Tucson examines 
the children who have applied for enrollment and 
keeps the ones accepted under careful observa- 
tion for a period of ten days to two weeks. If 
no disease is evident at the end of this time they 
are moved to the preventorium. No children are 
accepted if they have an active case of tubercu- 
losis. Only those are cared for who might con- 
tract the malady. The aim is not to care for the 
afflicted but to prevent, as the name “preven- 
torium” implies, the contraction of tuberculosis. 
Children already suffering from tuberculosis are 
given hospital treatment elsewhere. 


The children at the preventorium undergo 4 
strict routine and are taught proper health habits. 
They are segregated by ages. The younger ones 
are assisted by the older children. Two trained 
nurses are in constant attendance. 


Children at play on the grounds 
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Cortliolled Cot Nir Conditioning 
clears up the Mystery of 


SUMMER COOLING! 


Brings to Hospitals a practical, business-like way of 
controlling cooling costs...and meeting the widely 
varying requirements of hospital work 


More Frigidaire air conditioning equip- 
ment is in use in hospitals than that of 
any other manufacturer. And there are 
very definite reasons for this. 

Perhaps most important is the fact 
that hospital work probably requires a 
greater variety of air conditioning than 
any other type of installation. 

And Frigidaire Controlled-Cost Air 
Conditioning meets these requirements 
perfectly—supplying everything from 
the simple cooling of rooms to elaborate 
conditioning of operating rooms and 
laboratories. And you can add to your 
installation—department by department 
—at any time. 

Further, Controlled-Cost Air Condi- 
tioning is a boon to the hospital budget 
—for it not only costs less to use—but 
at the same time, by presenting a// the 
facts in advance—in other words by 
clearing up the ‘‘mystery’’ of air con- 
ditioning—it lets you know, and there- 
fore control, the entire cost. 

Frigidaire Controlled-Cost Air Con- 
ditioning is today aiding the recovery 
of patients, bringing cool comfort to 
harassed nurses and doctors, relieving 
hay-fever, improving operating room 
and dressing room efficiency. . . and 
repaying its entire cost by attracting 
patients who are willing and glad to 
pay more for cool comfort during the 
hot, humid days of summer. 

Get the facts about Frigidaire 





We Vays to lal To 


DELCO-FRIGIDAIRE 





Controlled-Cost Air Conditioning for 
hospitals ...and for your hospital in 
particular. Mail the coupon... Today. 


What Controlled-Cost 
Air Conditioning 
Means to Hospitals 


1. A system that gives you the desired atmos- 
pheric conditions — you pay only for what 
you need. 


2. Equipment of exactly the right size and 
capacity for you—neither too small, which 
would mean unsatisfactory performance ; nor 
too large, which would be wasteful and costly. 


3. A method of installation that suits your hos- 
pital—whether old or new—and regardless of 
its type of construction. 


4. More cooling action with less current con- 
sumption. Hence a control over operating 
costs. 

5. Dependable, proven equipment for low 
maintenance cost. 


6. A presentation of a// the facts in everyday 
language, so that you will know and can there- 
Sore control the entire cost. 





The Air Conditioning Division of General Motors 


AUTOMATIC COOLING, HEATING AND CONDITIONING OF AIR 
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What hospitals 
say about 


FRIGIDAIRE 
Air Conditioning 


‘<The surgeons of San Antonio are 
loud in their praise of this system and 
we have been congratulated numerous 
times on having had it installed.”’ 


Santa Rosa Hospital 
San Antonio, Texas 


“‘T am sure that it has been a great 

benefit-to our patients from the stand- 

point of heat-stroke while operating 

during the intensively hot weather.’ 

Cincinnati General Hospital 
Cincinnati, Ohio 


‘Instead of patients putting off their 
operations until cooler weather, we find 
that they are putting off their opera- 
tions until summer time so that they 
may enjoy the benefits of the air con- 
ditioned operating room and hospital. 
We feel that the air conditioning plant 
has far more than paid foritselftodate.’” 


The Sugg Clinic 
Ada, Oklahoma 


‘*Having been sold on air condition- 
ing, and on Frigidaire particularly, it is 
difficult to realize that summer has come 
and gone. All previous ones have been 
such endless successions of insufferably 
hot days and sleepless nights.”’ 


Coachilla Valley Hospital 
Indio, California 








MAIL THIS COUPON TODAY! 


er ee ee ee ee ee es et et et et ss - 


Delco-Frigidaire Conditioning Division 
General Motors Sales Corporation 
Dayton, Ohio—Dept. H-4 


I want the facts about Contro/led-Cost Air Condi- 


tioning. Please send me the complete story by re- 
turn mail. I am obligating myself in no way at all. 


Name 





Address. 





City and State 
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"Seeing Eye'' Dogs 


E HAVE GONE a long way in the pre- 
WY vests of blindness due to ophthalmia 

neonatorum and the result of diseases of 
the eye during adolescent and adult life. But the 
loss of sight that comes suddenly and often with- 
out warning as the result of an accident will al- 
ways be a problem for the hospitals and the medi- 
cal profession. The rehabilitation of the physi- 
cally handicapped will become more and more the 
concern of our extended hospital system as hos- 
pitals discharge the responsibility which society 
is asking them to assume. 


The vocational and occupational service to the 
handicapped as well as service that will in any 
way widen their sphere of contentment and add 
to the pleasures of their life after the hospitals 
have done everything possible to prevent the de- 
struction or impairment of function, must be- 
come an important activity in the integrated 
hospital program of the future. 


The most successful single effort in this direc- 
tion, is in helping the sightless. We are indebted 
to Albert G. Hahn for the history of the ‘Seeing 
Eye” dogs, and the picture of “Skip,” his own 
dog, that helps him, guides him, and does every- 
thing but talk to him. 


First Scientifically Educated Dog in the United 
States to Guide a Sightless Person 


Seven years ago there was started in this coun- 
try one of the most unusual experiments ever 
attempted. The ma- 
terials for the ex- 
periment were not 
metals, or chemi- 
cals, or electric im- 
pulses. The experi- 
ment involved 
human factors. It 
dealt with an age- 
old problem, but 
its answer to that 
problem is one of 
the advanced and 
most interesting de- 
velopments in man’s 
struggle against 
handicaps. The 
problem of the ex- 
periment was aid- 
ing the sightless, 
and its amswer— ea 
the Seeing Eye dog. ™ 





The experiment 
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was not an easy one. Few believed it was 
possible for a dog, however well trained, to guide 
a sightless person safely under all conditions of 
American traffic. Only a small group of its pro- 
ponents, who had spent nearly ten years in 
Europe studying and developing working dogs, 
believed that the Seeing Eye would in time lib- 
erate hundreds of men and women who cannot do 
much of what they want to do because they can- 
not see. 


It started in 1928, when a young sightless 
Southerner, Morris S. Frank, went to Switzerland 
to procure Buddy, the first scientifically educated 
dog to guide a sightless person in the United 
States. He went at the invitation of Mrs. Har- 
rison Eustis who at that time, with Elliott S. 
Humphrey, the geneticist, was investigating the 
intelligence of dogs in relation to their service to 
mankind at her breeding and experimental sta- 
tion, Fortunate Fields. Dogs had been produced 
there to patrol the Swiss national borders for the 
customs service, for the Swiss State Police, for 
the Italian Metropolitan Police, for liaison service 
in the Swiss Army, for trailing and finding miss- 
ing persons. Mr. Frank was to initiate the service 
of dog guides for the sightless in America. 


After his period of instruction with Buddy, Mr. 
Frank returned to test the work under American 
traffic conditions. Vastly more complex than those 
of Germany, where some 4,000 dogs had been 
trained by the Ger- 
man Government to 
guide sightless war 
veterans, these con- 
ditions presented a 
real problem. But 
Mr. Frank was suc- 
cessful. With Bud- 
dy to guide him, he 
tested himself un- 
der every conceiv- 
able condition of 
traffic. He traveled 
thousands of miles 
in the Eastern part 
of the country, de- 
liberately seeking 
bad _ intersections, 
narrow, curbless 
streets, fast and 
congested __ traflic. 








~ 





Everywhere he and 


“Skip,” Owned by Albert G. Hahn, Business Manager, Protestant Dea- 0- 
coness Hospital, Evansville, Indiana Buddy went t 
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gether unaided and never once did the principles 
mastered fail when applied. 


He cabled Mrs. Eustis and suggested training 
quarters in the United States to train these dogs 
for the sightless people of America. She agreed 
to rearrange her work abroad and to help him. 
Together they founded The Seeing Eye, Inc., at 
Morristown, New Jersey. 


Training a Dog Guide 


The method by which the dog and man work 
together is simple. The dog guide does not take 
its master to his destination without being told 
where to go. It is not generally understood that 
sightless people can develop an adequate mental 
picture of their own communities. All they need 
is a means by which they may be guided around 
their picture. In a strange city they ask direc- 
tions as anyone else would. It is simple to re- 
member blocks and landmarks and to remember 
also when to go right or left. 


The master directs his dog by oral commands 
of “right,” “left” or “forward.” Before these 
commands can be given, however, the master has 
to learn how to interpet the sign language that 


comes from his guide through the leather harness 
handle, which is held lightly in the left hand, 
These signals tell him everything that is close to 
him and is liable to interfere with his safe prog- 
ress. This almost perfect communication between 
the two permits the dog and man to walk at a 
pace which is more rapid than that of the average 
pedestrian. Upon arriving at street crossings the 
dog guides her master to the edge of the curb 
and stops. He finds the edge immediately with 
his foot or cane and then gives the command for 
the direction in which he wishes to go. 


The dog can be depended upon to do its part. 
Point by point, the dog has mastered the various 
lessons. The final rigid blindfold tests prove the 
dog’s ability to take full responsibility with a 
person who cannot see. For these tests, the 
dog’s original instructor is temporarily blinded 
with a “sleep shade” and the dog is tested under 
the most difficult conditions at the busiest inter- 
sections and in the heaviest pedestrian and street 
traffic. Not until the final test is passed is the 
dog certified as ready for a sightless master. 


Not every sightless person can use a dog guide. 
Some are too young, many too old. And some do 
not like dogs. 








Coming 


Louisiana Hospital Association, Monroe, April, 
with State Medical Society 

Alabama, Florida, and Georgia Hospital Asso- 
ciations, Atlanta, Georgia, April 8-10, 1937 

Association of Western Hospitals and the Asso- 
ciation of California Hospitals, Los Angeles, 
April 12-15 , 

Ohio Hospital Association, Columbus, April 
13-15 

Michigan Hospital Association, Ann Arbor, 
April 15-16 

North Carolina, South Carolina, and Virginia 
Hospital Associations, Raleigh, April 22-24 

Texas Hospital Assn., Lubbock, April 23-24. 

Iowa Hospital Assn., Dubuque, April 26-28. 

Tri-State Hospital Association (Illinois, Indi- 
ana and Wisconsin), Chicago, May 5-7 

Mississippi Hospital Association, Meridian, 
May 10 

Minnesota Hospital Association, Rochester, 
May 13-15 

Hospital Association of New York, New York 
City, May 20-22 

New Jersey Hospital Association, Atlantic 
City, May 27-28 

Hospital Association of Pennsylvania, Buck 
Hill Falls, June 2-4 
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Meetings 


Mid-West Hospital Association, Colorado 
Springs, Colorado, June 10-11 

Catholic Hospital Association, Chicago, June 
14-18 

Manitoba Hospital Association, Brandon, June 
24-25 

Hospital Association of Nova Scotia and Prince 
Edward Island, Sydney, N. S., July 6-7 

American College of Hospital Administrators, 
Atlantic City, September 12-17 

American Occupational Therapy Association, 
Atlantic City, September 13-17 

American Protestant Hospital Association, At- 
lantic City, September 13-17 

Children’s Hospital Association, Atlantic City, 
September 13-17 

National Association of Nurse Anesthetists, 
Atlantic City, September 13-17 

American Hospital Association, Atlantic City, 
September 13-17 

Hospital Association of Nova Scotia and 
Prince Edward Island, Sydney, Nova Scotia, 
July, 1937 

Ontario Hospital Association, Toronto, Oct. 
25-27 

Kansas Hospital Association, Newton, October 
30 


HOSPITALS 





mess 
hand, 
ose to 
prog- 
tween 
cata 
erage 
xs the 
- curb 

with 
1d for 


part. 

Arious 
re the 
ith a 
, the 
inded 
under 
inter- 
street 
s the 
P. 


ruide. 
ne do 


‘ado 
June 
June 

rince 

ators, 
ation, 

1, At- 
City, 

tists, 
City, 


and 
cotia, 


Oct. 


tober 


"ALS 





EXACTING 


STANDARDIZATION 


. .. one reason why Armour preparations are reliable 


& It is especially important in glandular prep- 
arations that they be standardized with the 
utmost care and accuracy. Only when a prod- 
uct has uniform potency can you, the physician, 
be confident of the results it will produce. 
You can have confidence in Armour prep- 
arations, because they are standardized and 
tested by the most modern acceptable methods. 
This careful control starts with the selection of 
raw material and carries through every 
process, ... Final standardization tests of 


the finished product are perhaps more 


Armour’s 


important. Here are three examples of Armour’s 
standardization methods: 


1. ARMOUR THYROID has been standardized on the 
Thyroxine iodine content. : 


2. ARMOUR PITUITARY LIQUID has been standard- 
ized on the Guinea Pig Uterus for its oxytocic potency. 


3. ARMOUR’S CONCENTRATED LIVER EXTRACT has 
been assayed on the Red Cell Regeneration counts in 
true Pernicious Anaemia cases. 

You can rely on these Armour products. 
Specify them in your prescriptions. 
Informative booklets will gladly be sent to physi- 


_— cians on request. 


THE ARMOUR LABORATORIES 


Headquarters for Medicinals of Animal Origin 


ARMOUR AND COMPANY e 


April, 1937 


UNION STOCK YARDS 


CHICAGO 





Applications Received for Institutional Membership 


Alabama 
Providence Infirmary Mobile 
Arkansas 


Arkansas Children’s Home and 
Hospital 
St. Anthony’s Hospital 
California 
San Antonio Community Hospital 


Little Rock 
Morrilton 


Connecticut 
Milford Hospital 


St. Alphonsus Hospital 
Illinois 


Evangelical Deaconess Hospital 
Northwestern Hospital 
St. Joseph’s Hospital 


Hawarden Community Hospital Hawarden 
Louisiana 


Tri-State Hospital Shreveport 


Massachusetts 
Wing Memorial Hospital 
Michigan 
Detroit Orthopaedic Clinic and 
Sigma Gamma Hospital School 
Saginaw County Hospital 
Minnesota 
Kittson War Veterans Memorial Hospital . Hallock 
Mississippi 
Rush’s Infirmary 
North Carolina 
Woodard-Herring Hospital 
Oklahoma 


Palmer 


Detroit 
Saginaw 


Meridian 


Rollins Hospital 
Sisler Hospital 
Waurika Hospital 


Tennessee 
Parker-Budd Clinic and Hospital. ..Johnson City 
Virginia 
Northampton-Accomac Memorial 


Hospital Nassawadox 


Applications Received for Personal Membership 


Emch, Arnold F., exec. dir., Chicago Hospital 
Council, Chicago 

Heidgen, Martin F., M.D., supt., Elmhurst Com- 
munity Hospital, Elmhurst 

Ramey, George E., hosp. arch., Champaign 


Arkansas 
Hamner, Capt. J. F., supt., Little Rock City Hos- 
pital, Little Rock 
California 
Alberta, Sister M., R.N., supt., Queen of Angels 
Hospital, Los Angeles 
Colorado 
Off, Frieda, R.N., dir. nrs., Denver General Hos- 
pital, Denver 
Williams, Theodore, M.D., asst. dir., Denver Gen- 
eral Hospital, Denver 
Connecticut 


Allen, Wilmar M., M.D., dir., Hartford Hospital, 
Hartford 

Clarke, Lulu Agnes, second asst. supt., Litch- 
field County Hospital, Winsted 

Lazzerin, Mrs. Agnes H., R.N., supt., Rockville 
City Hospital, Rockville 

North, James S., supt., New Britain Hospital, 
New Britain 

Sanborn, Mrs. Florence L., R.N., supt., Bristol 
Hospital, Bristol 


Illinois 


Bondi, Leon A., supt., Galesburg Cottage Hos- 
pital, Galesburg 
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Indiana 


King, Dorothy G., supt., Methodist Episcopal 
Hospital, Princeton 

Scheidt, Albert H., asst. to administr., Indiana 
University Hospitals, Indianapolis 

Tindall, Paul R., M.D., manag. dir., W. S. Major 
Hospital, Shelbyville 


Iowa 


Beach, C. L., secy., Hull Hospital, Hull 

Cathrine, Sister M., R.N., supt., Sacred Heart 
Hospital, Fort Madison 

Diehl, Katharina, R.N., supt., Mary Greeley 
Memorial Hospital, Ames 

Ford, Mrs. M., R.N., supt., West Union Commu- 
nity Hospital, West Union 

Gutch, T. E., M.D., phys. in chg., Miner’s Hos- 
pital, Albia 

Meggers, Edward C., M.D., med. dir., McGregor 
Hospital, McGregor 
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ORDER ow FOR 
HOSPITAL DAY 


Our service meets the needs 
NEUHTOES L of the small or large hospital 
HOSPITAL DESZ with posters, publicity rack 
ti and folders, invitation post 
it cards, movie film trailers, 
gummed stickers, newspaper 
mats, birth certificates, pen- 
cils, new letterheads, tray 
folders, four-page bulletins 
and A. H. A. Patients’ 
Book. 


If you haven't ordered your 
National Hospital Day (May 
12th) materials yet, you'd 
better hurry! Avoid the last minute rush by ordering now. 


Orders will be filled as they are received. 


Physicians' Record Co. 


The Largest Publishers of 
Hospital and Medical Records 
FORM 


161 W. Harrison St. Chicago, Ill. (am bia Habe 


I 4-37 Purpose 


We Have a 
STANDARDIZED 




















APPLEGATE'S 
INKS&. MARKERS 


Progressive hospitals ask for APPLEGATE’S, the ink 
that permanently marks linens, towels, blankets, for 
less than %c apiece. Will not wash nor wear out. 
Ask about our low priced Linen Markers. Send for 
catalog and Sample Impression Slip. 


APPLEGATE'S 
INDELIBLE INK 


Silver base, will never 
wash out, and lasts full 
life of any fabric. 


APPLEGATE CHEMICAL CO. 


5630 Harper Ave. 


XANNO 
INDELIBLE INK 


Lasts much longer than 
other inks NOT requir- 
ing heat to set. 
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Chicago, Ill. 





The Patient's Comfort 


Begins in the 


WILL ROSS FACTORY 


UCH things as harsh, lumpy seams in a patient's 

gown... or arm holes that bind: or shoulders 

too narrow or too wide ... can make a great deal 

of difference in the amount of care and “fussing” 

demanded by the patient from his floor nurse. 

Comfort is an economic asset as well as a humani- 
tarian obligation. 


It is not just because of our full recognition of 
these factors that we make patients’ garments to 
such a high standard of completeness, even in 
minor details, but rather, because we like te do 
things that way. 


The White Knight symbol is a mark of quality 
that designates a very definite pride which we fee] 
for every garment turned out at the Will Ross plant 
...a garment factory created to completely satisfy 
all hospital needs. Both comfort and good wear 
begin here. 


Whether your order calls for patients’ gowns, oper- 
ating gowns, nurses’ uniforms or any other type of 
hospital garment — you can depend on a uniform 
standard of quality and workmanship when you 
specify “White Knight”. The surprising part of it 
is that White Knight garments are not high-priced. 


WILL ROSS, Inc. 


Wholesale Hospital Supplies 
3100 W. CENTER STREET MILWAUKEE, WISCONSIN 


KNIGHT 


HOSPITAL GARMENTS 


131 





Pauline, Sister M., supt., St. Thomas Mercy Hos- 
pital, Marshalltown 

Peterson, Orville, supt., Hawarden Community 
Hospital, Hawarden 

Podoll, Clara A., R.N., supt., Sheldon Good Sa- 
maritan Hospital, Sheldon 

Story, Dolly L., R.N., supt., Story Hospital, 
Mason City 

Winifred, Sister Mary, supt., Mercy Hospital, 
Des Moines 


Maine 


Daly, Ellen C., R.N., supt., Knox County General 
Hospital, Rockland 

Fisher, Pearl R., R.N., supt., Thayer Hospital, 
Waterville 

Goodwin, Helen, R.N., supt., Rumford Commu- 
nity Hospital, Rumford 

Sharpe, Florence I., Presque Isle General Hospi- 
tal, Presque Isle 

Stewart, Samuel, pres., Central Maine General 
Hospital, Lewiston 


Massachusetts 


Adie, Ruth J., R.N., supt., Malden Hospital, 
Malden 

Boulter, Georgie, asst. supt., New England Bap- 
tist Hospital, Boston 

Bullock, Richard, dir. trustee, Burbank Hospital, 
Fitchburg 

Clifford, John H., pres., St. Luke’s Hospital, New 
Bedford 

Daniels, Amy J., R.N., supt., Wing Memorial 
Hospital, Palmer 

Fowler, Helen R., R.N., supt., Florence Crittenton 
League of Compassion, Boston 

Grinnell, Mrs. Ara West, 100 Crofut St., Pitts- 
field 

Jones, Mrs. Delight S., R.N., asst. supt., Trues- 
dale Hospital, Fall River 

Kelley, Lawrence K., M.D., supt., State Infirmary, 
Tewksbury 

Morse, George W., M.D., trustee, Brooks Hos- 
pital, Brookline 

Opdyke, E. E., supt., Acushnet Hospital, Acushnet 

Paine, Richard C., 300 Hammond St., Chestnut 
Hill 

Parsons, George C., trustee and treas., Benjamin 
Stickney Cable Memorial Hospital, Ipswich 

Perry, Catherine L., R.N., supt., Medical Mission 
Dispensary, Boston 

Prigmore, William H., asst. supt., Hospital Cot- 
tages for Children, Baldwinville 

Savage, William W., dir. of hospitalization, Hav- 
erhill Municipal Hospital, Haverhill 

Sears, Edmund H., second pres., Framingham- 
Union Hospital, Framingham. 

Self, Frank D., supt., Fairview Hospital, Great 
Barrington 
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Sherman, Allen, trustee, St. Luke’s Hospital, New 
Bedford 

Watson, Margaret M., R.N., supt., Shriners’ Hos- 
pital for Crippled Children, Springfield 

Wharton, Marrietta S., supt., Chelsea Memorial] 
Hospital, Chelsea 

Minnesota 

Hughes, Margaret, supvr., Children’s Bureau, 
State Board of Control, St. Paul 

Wilson, Helen A., R.N., supt., West Central Min- 
nesota Hospital, Graceville 


Missouri 


Tillotson, Matilda, exec. secy., Hospital Council 
of St. Louis, St. Louis 


New Hampshire 


Holmes, Mildred J., R.N., supt., Carrie F. Wright 
Memorial Hospital, Newport 


Ohio 
Gliemmo, James C., purch. agt., Edwin Shaw 
Sanatorium, Akron 


Oregon 

Daniels, Lee, bus. mgr., Portland General Hos- 
pital, Portland 

Frances, Sister Jane, R.N., supt., Sacred Heart 
Hospital, Eugene 

Hollenbeck, Alta C., R.N., asst. supt., Good Sa- 
maritan Hospital, Portland 

Hunt, Warren, M.D., med. supt., Klamath Valley 
Hospital, Klamath Falls 

Manlove, C. H., M.D., supt., Good Samaritan Hos- 
pital, Portland 

Morsch, Rosa C., R.N., supt., Salvation Army 
White Shield Home, Portland 

Stratton, Ann, R.N., supt. nrs., Portland Sani- 
tarium and Hospital, Portland 


Rhode Island 
Green, Everett A., comptroller, Rhode Island 
Hospital, Providence 
Vermont 
Sawyer, Miles I., pres., Rutland Hospital, Rutland 
Virginia 
Heath, Evelyn M., R.N., supt., Northampton- 
Accomac Memorial Hospital, Nassawadox 
Wisconsin 
Jacobson, Millie A., supt., St. Luke’s Hospital, 


Milwaukee 
Canada 
Amyot, G. F., M.D., advisor on hospital services, 
Department of Provincial Secretary, Var- 
couver, British Columbia 


Application Received for Life Membership 


Fleming, Maude M., Box 327, Louisburg, North 
Carolina 
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For 
Sanitary Cleanliness 


in all Departments 


A specialized Wyandotte cleaner is 
provided—with the guaranty that 
your money will be refunded if you 
should not be satisfied with the re- 
sults. 


%, 
* 


In the Laundry, Kitchen and Housekeep- 
ing Departments, and for miscellaneous 
| work such as stripping paint from furni- | 
ture, keeping drains open, etc., a Wyan- 
dotte Service Representative will be glad 
to help. No obligation, of course. 


PRODUCTS 


THE J. B. FORD COMPANY, Wyandotte, Michigan 


—< | 











THE EIGHT-HOUR SCHEDULE 
REVISION OF THE CURRICULUM 


ACCREDITATION OF NURSING 
SCHOOLS 


GRADUATE STAFF NURSING 


These and other topics of vital interest to 
hospital administrators as well as to 
nurses are discussed in the 
official magazine 


of the 
AMERICAN NURSES’ ASSOCIATION 
and the 


NATIONAL LEAGUE OF NURSING 
EDUCATION 


* 


The American Journal of Nursing 
50 West 50th Street New York City 





$3.00 for 1 year; $3.50 in Canada 
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@ Marvin-Neitzel uni- 
forms won’t make a 
size 14 out of a gener- 
ous stout or a pleasing plump of a size 11—but 
they will make the most of your entering class. 


Practical styling, expert cutting to individual 
measurements, careful sewing and finishing. . . 
Sanforized-shrunk fabrics to hold that “hand- 
crafted” look after repeated laundering . . . these 
are just a few of the niceties in Marvin-Neitzel 
uniforms. 


Why not ask our representative to call and discuss 
the requirements of your School of Nursing. 


Uniform illustrated is style H314, made in a 
wide choice of colors with white collar and cuffs. 
One-piece dress with wrap-around skirt. You 
will find it trim and practical. 


MARVIN-NEITZEL CORPORATION 


“Everything from Cloth for the 
TROY ——___—_—_—_- —————— NEW YORK 


Hospital and School of Nursing” 
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News Notes 


Mrs. Myrtle Burgener has resigned as superin- 
tendent of the Municipal Hospital, Two Rivers, 
Wisconsin. 

oe ilaieacit 

Major A. Gordon Cummins, who has been di- 
rector of the Faxton Hospital, Utica, New York, 
since 1936, submitted his resignation effective 
April 1. Prior to his appointment as director of 
the hospital he had been a member of the staff 
for ten years. Major Cummins is a retired offi- 
cer of the medical staff of the British Army, and 
saw many years of service in Ceylon, Egypt, and 
the Sudan. He served in the World’s War with 
the British forces, and before retiring he was pre- 
sented with the Military Cross. In addition to his 
high standing in the medical profession, he was 
a capable hospital administrator and a gifted au- 
thor. 

iapacila rgacs 

Helen Fisher has resigned as superintendent 
of the Okmulgee City Hospital, and Jewel Ryker 
has been named acting superintendent. 


——_< 


Winifred R. Godfrey, who has been assistant 
superintendent of the Good Samaritan Hospital, 
Lebanon, Pennsylvania, has been appointed su- 
perintendent to succeed Ida Nudell. 


——— 


Dr. John E. Gorrell, who has been director of 
the Falk Clinic, Pittsburgh, Pennsylvania, since 
1934, has been appointed superintendent of the 
Blodgett Memorial Hospital, Grand Rapids, Mich- 
igan, effective April 1. 


—______. 


Henry Greenberg, M.D., formerly superintend- 
ent of the Fordham Hospital, New York City, 
has been appointed medical superintendent of the 
Morrisania City Hospital, New York City. 


ee 


Anna S. Hasbrouck, R.N., has been appointed 
superintendent of the Orthopedic Hospital, Gas- 
tonia, North Carolina. 


— 


A. C. Kolb, M. D., resigned as superintendent 
of the Arkansas State Hospital, effective March 
7 


a 


R. Louis Malloy, formerly in the business de- 
partment of the Minnesota General Hospital, 
Minneapolis, Minnesota, has accepted a position 
at the Wyckoff Heights Hospital, Brooklyn, New 
York. 
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Louis Miller, Jr., has been appointed executive 
director of Beth Israel Hospital, New York City, 
to succeed Louis J. Frank. 


a nn 


Edna Murray has been appointed superintend- 
ent of the Geneseo Hospital, Geneseo, Illinois. For 
the past four years Miss Murray has been con- 
nected with the Women and Children’s Hospital, 
Toledo, Ohio. 

‘siealiiiiliabanchcss 

Mame T. Porter, who for many years was die- 
titian at the Toronto General Hospital, and who 
has had a great deal to do with the installing and 
operation of the food service in that institution, 
has been appointed State Dietitian in Kentucky. 
Miss Porter was recently Director of Nutrition 
in the State Emergency Relief Bureau at Utica, 
New York. 

LE ae 

Ella M. Rafuse, R.N., M.A., has been appointed 
Educational Director of the Post-Graduate School 
of Nursing of the Woman’s Hospital, New York 
City, beginning April 16. 


Miss Rafuse succeeds Miss M. Cordelia Cowan, 
R.N., M.A., who has been appointed to the posi- 
tion of Executive Secretary and Treasurer of the 
Nurse Examining Board, Washington, D. C. 


——<———— 


Barbara Watson has tendered her resignation 
as superintendent of the City Hospital, South 
Haven, Michigan, effective April 1. 


—_—_—_—_@———. 


Miss L. Jean Wessels, R.N., has been appointed 
superintendent of Biltmore Hospital, Biltmore, 
North Carolina. Miss Wessels was formerly con- 
nected with Brooklyn’s Wyckoff Heights Hospi- 
tal. 

cniciidiliiaasiae: 

Dr. N. A. Wilhelm, assistant superintendent of 
the Peter Bent Brigham Hospital, Boston, Massa- 
chusetts, has been appointed superintendent of 
the Butterworth Hospital, Grand Rapids, Michi- 
gan, effective April 1. 

sical nee 

Point Barrow, Alaska—The North American 
continent’s northernmost hospital was destroyed 
by fire February 19. All patients were removed 
to safety. 


eae Naeereneeees 


Burbank, California—Private capital has been 
offered for the construction of a $1,250,000 hos- 
pital for the care of tubercular patients, the hos- 
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ON'T take 


gel at sarees Sexton Specials offer 
d esser t S outstanding values in 


foods prepared exclu- 


for granted. _ sively for those who feed 
Yue -a fas many people each day. 
one of the 

finest opportunities for 
your profit—and for the 
genuine pleasure and sat- 
isfaction of your guests 
and patrons. The smooth 
delicious flavor of genuine 
Edelweiss Gelatine Des- 
serts will tempt the palate 
of a king, yet everyone can 
afford them. Your most 
delicate guest may enjoy 
them. Compare the variety! 
Orange, strawberry, rasp- 
berry, lime, lemon, wild 
cherry, grape, vanilla, 
pineapple, peach. Ten op- 
portunities to please every 
taste. Made by Sexton— 
each one of dependable 
goodness. 


2 SEXTON &@ 
Manufactur le Grocers 


ing Wholesa 


{mer s Largest Distributors of No. 10 Canned Foods 
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LIGHT... 
IN A SUPERLATIVE SENSE 
° 6 
True, brilliant, incision illumination, easy 


on the eyes, cool, color corrected ... with 


Castle operating lights and spotlights... 
TEL por Catalog 
=) 


WILMOT CASTLE COMPANY 


1276 University Ave. Rochester, N. Y. 


CASTLE G 


WAGHTS = 





pital to be leased to the county for a twenty-year 
period at a rental of $9,435 per month, with the 
option to purchase the fully-equipped institution 
on expiration of the lease. 


The Board of Supervisors was advised that be- 
cause of the inadequacy in the present hospital 
facilities for the care of tubercular patients, the 
county has eight hundred tubercular patients 
housed in privately operated rest homes at the 
county’s expense. 

‘cciahlalai ahi 


Pasadena, California—The Pasadena Commu- 
nity Hospital was opened for the reception of pa- 
tients on February 28. 


> 


Porterville, California—A new hospital to cost 
$50,000 was assured when the San Francisco 
Bank approved a loan to Helen Grable, who now 
operates a hospital in this city. Plans for the 
new hospital have been prepared. 


ee 


Red Bluff, California—The new $100,000 hos- 
pital was completed on February 10. 


_———$<p—__. 


Santa Monica, California—The development of 
the building program of the Santa Monica Hos- 
pital calls for the completion of a third unit to 
be finished within the next sixty days. The ex- 
pansion program will be completed with the erec- 
tion of a nurses’ home and training school at some 
future date. 

nigger 

Colorado Springs, Colorado—Henry Sachs an- 
nounced that the Sachs Foundation will begin 
construction on the free tuberculosis sanatorium 
for negroes. The institution will be known as 
the Lincoln Sanatorium. 


_—p>——— 


Pueblo, Colorado—The State of Colorado has 
allocated one and one-half million dollars to the 
State Hospital for the Insane for new construc- 
tion to relieve the serious overcrowding in that 
institution. Dr. F. H. Zimmerman is superin- 
tendent of this institution. 


———< 


Marshallton, Delaware—The Brandywine San- 
atorium has opened its new $120,000 addition 
which will provide additional accommodations 
for fifty patients, and bring the total bed ca- 
pacity of the institution up to one hundred sixty. 

siiolattli ec 


Chattahoochee, Florida—The Nurses’ quarters 
of the State Insane Hospital were destroyed by 
fire. The loss is estimated at $100,000. 
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St. Petersburg, Florida—St. Anthony’s Hospi- 
tal has started construction of a new $270,000 


four-story unit. 
——_ 


Tampa, Florida—Construction has been started 
on the new $90,000 hospital for negroes. It will 
be a one-story structure accommodating sixty pa- 


tients. 
<< __— 


Dublin, Georgia — Construction of the new 
Claxton Hospital, to cost $35,000, was started on 
March 1. 


ee Pe an 
East St. Louis, Illinois—The St. Clair Hospital 
Association is planning the erection of a new hos- 
pital, which will cost $175,000. Reverend Walter 
Schlaretzki is president of the Association, and 
the project has the unanimous approval of a large 
group of citizens of East St. Louis. 
santiago 
Monmouth, Illinois—Plans have been approved 
for the replacement of the Nurses’ Home at the 
Monmouth Hospital, and the erection of a mod- 
ern, fireproof hospital to cost $75,000. 
ee ae 
Vandalia, Illinois—The $30,000 addition to the 
Mark Greer Hospital was formally opened on 
February 13. 


ee aes 

Woodstock, Illinois — Construction will be 
started immediately on the new Woodstock Pub- 
lic Hospital. The new addition will cost $50,000, 
which was provided for in the will of Mrs. George 
Bentley. The equipment will cost $18,000 more, 
$12,000 of which is available to the hospital from 
the Julia Herrington estate. 

In addition to the bequest for the new building 
the hospital will receive another $50,000 from the 
one-third residue of the estate after all claims 
have been settled. Clara E. Boeck is superin- 
tendent of this institution. 

ebeitiiiitintas 

Evansville, Indiana—The Boehne Tuberculosis 
Hospital has just completed a new power plant 
at a cost of nearly $200,000. The new building, 
in addition to housing forty employees of the in- 
stitution, will provide an auditorium with a seat- 
ing capacity of 250. 

saaesatiaiaieeicas 

LaPorte, Indiana—Contracts were let on Feb- 
ruary 11, for an addition to the Logansport State 
Hospital. 


—__—~<>____ 
Linton, Indiana—The new $70,000 addition to 
the Freeman-Greene County Hospital was for- 


merly opened on March 7. 
—<—p_—_ 


Valparaiso, Indiana—The Christian Hospital 
of this city was sold by the National Benevolent 
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American Hospital Supply Corp. 
Amercian Laundry Machinery Co. 


American Sterilizer Co. 
Applegate Chemical Co. 
H. W. Baker Linen Co. 
Bard-Parker Co., Inc. 
Becton, Dickinson & Co. 
Frank S. Betz Co. 
The Burrows Company 
Clark Linen Co. 
Warren E. Collins, Inc. 
Continental Car-Na-Var Corp. 
Crane Co. > 
Cutter Laboratories 
F. A. Davis Co. 
Davis & Geck, Inc. 
J. A. Deknatel & Son, Inc. 
DePuy Manufacturing Co. 
Eisele & Co. 
Faultless Caster Co. 
Finnell System, Inc. 
J. B. Ford Sales Co. 
General Electric X-Ray Corp. 
General Foods Sales Co., Inc. 
Glasco Products Co. 
Frank A. Hall & Son 
Heidbrink Co. 
Hilker & Bletsch Co. 
Hill-Rom Co., Inc. 
Hobart Mfg. Co. 
Holtzer-Cabot Elec. Co. 
Hospital Equipment Corp. 
Hospital Liquids 
Hospital Management 
Hospital Topics & Buyer 
Huntington Laboratories, Inc. 
International Nickel Co., Inc. 
amieson, Inc. 
arvis & Jarvis, Inc. 
ge & Johnson 
. L. Judd Co., Inc. 
Henry L. Kaufmann & Co. 
Kelley-Koett Mfg. Co. 
<enwood Mills 
The Kent Co., Inc. 
Samuel Lewis Co., Inc. 
Lewis Manufacturing Co. 
Marvin-Neitzel Corp. 
Massillon Rubber Co. 
Meinecke & Co. 
The Mennen Co. 


These 


HOSPITAL EXHIBITORS’ 
ASSOCIATION MEMBERSHIP 
1956-57 


Chicago, IIl. 
Cincinnati, Ohio 
Erie, Pa. 
Chicago, Ill. 
New York City 
Danbury, Conn. 
Rutherford, N. J. 
Hammond, Ind. 
Chicago, Ill. 
Chicago, Ill. 
Boston, Mass. 
Brazil, Ind. 
Chicago, Ill. 
Berkeley, Calif. 
Philadelphia, Pa. 
Brooklyn, N. Y. 
Long Island, N. Y. 
Warsaw, Ind. 
Nashville, Tenn. 
Evansville, Ind. 
Elkhart, Ind. 
Wyandotte, Mich. 
Chicago, Ill. 
New York City 
Chicago, Ill. 
New York City 
Minneapolis, Minn. 
. st. Louis, Mo. 
Batesville, Ind. 
Troy, Ohio 
Boston, Mass. 
New York Cit 
Chicago, iid 
Chicago, Il. 
Chicago, Ill. 
Huntington, Ind. 
New York City 
Chicago, Ill. 
Palmer, Mass. 


New Brunswick, N. J. 


New York City 
Boston, Mass. 
Covington, Ky. 
any, N. Y. 
Rome, N. Y. 
New York City 
Walpole, Mass. 
Troy, N. Y. 
Massillon, Ohio 
New York City 
Newark, N. J. 


Midland Chemical Laboratories, Inc. Dubuque, Iowa 


Modern ae Co. 
Morris Supply Co. 

National Lead Co. 

Onondaga Pottery Co. 
Physician’s Record Co. 

Puritan Compressed Gas Corp. 
Refinite Co. 

Rhoads & Co. 

Rolscreen Co. 

Will Ross, Inc. 

W. B. Sanders Co. 

Savory Appliance, Inc. 
Scanlan-Morris Co. 

F. 0. Schoedinger 

Schwartz Sectional System 

Ad. Seidel & Sons 

— Sexton & Co. 

Che Simmons Co. 

Snow-White Garment Mfg. Co. 
C. M. Sorenson Co., Inc. 
Spring Air 

E.R. Squibb & Sons 
Standard Apparel Co. 
Standard Electric Time Co. 
Standard Gas Equipment 
Standard Sanitary Mfg. Co. 
Stanley Supply Co. 

Thorner Brothers 

Troy Laundry Machinery Corp. 
Union Carbide Co. 


Chicago, Ill. 
New York City 
New York City 
Syracuse, N. Y. 
Chicago, Ill. 
Kansas City, Mo. 
Omaha, Neb. 
Philadelphia, Pa. 
Pella, lowa 
Milwaukee, Wis. 
Philadelphia, Pa. 

Newark, 

Madison, Wis. 
Columbus, Ohio 
Indianapolis, Ind. 

Chicago, Ill. 

Chicago, Ill. 

Chicago, Ill. 

Milwaukee, Wis. 


Long Island City, N. Y. 


Holland, Mich. 
Brooklyn, N. Y 
Cleveland, Ohio 

Springfield, Mass. 

New York City 

Pittsburgh, Pa. 
New York City 
New York City 
New York City 


New York City 


Vestal. Chemical Laboratories, Inc. _ St. Louis, Mo. 


Products Co. 
C.D. Williams & Co. 
Williams Pivot Sash Co. 
Wilmot Castle Co. 
‘ilson Rubber Co. 
Zimmer Manufacturing Co. 


Milwaukee, Wis. 
Philadelphia, Pa. 
Cleveland, Ohio 
Rochester, N. Y. 
Canton, Ohio 
Warsaw, Ind. 


As of April 1937 


April, 1937 


WHO COOPERATE TO SERVE 
MERIT YOUR SUPPORT 


The Hospital Exhibitors’ Association attracts a high type 
of membership. Your continuance of business relations 
with many of the individual concerns making up this mem- 
bership list is positive evidence of the forthrightness of 


their business ethics. 


Collectively—banded together in Hospital Exhibitors’ 
Association—they constitute a force dedicated to the pur- 
pose of doing “‘a better job”’ of serving you. Realizing that 
more can be accomplished faster, through united effort, 
they have joined this association to contribute their part 
in the establishment of higher standards of quality, of 
more unified development, of more understanding rela- 


tionship between commercial and hospital interests. 


By supporting these companies, individually, you support 
this collective movement which has already proved its worth 
and value in many ways. 
We invite you to submit inquiries to the Advisory Com- 
mittee—a consultation body consisting of the Presidents 
and Secretaries of Hospital Exhibitors’ Association, 


American Hospital Association and Catholic Hospital 
Association. Address care of this magazine. 


HOSPITAL 
EXHIBITORS’ 


ASSOCIATION 
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Association of St. Louis, Missouri, to the Chris- 
tian Hospital and Training School for Nurses 
affiliated with the First Christian Church of this 
city. 
ae 

Knoxville, Iowa—$725,000 has been allotted for 
new construction at the Veterans Administration 
Facility, including two patient buildings and the 
power plant. 


a ee 


Red Oak, Iowa—The Murphy Memorial Hos- 
pital is planning the construction of an addition. 


—$— =< 


Dayton, Kentucky — Federal funds have been 
secured through the Disaster Loan Corporation 
for the restoration of Speers Hospital, which was 
seriously damaged during the recent Ohio River 
flood. 

a 

Baltimore, Maryland — The South Baltimore 
General Hospital is planning to construct a $250,- 
000 unit which will contain approximately fifty 
beds in semi-private rooms or in cubicles. There 
will be additional rooms for the dispensary. 


—_—__—_. 


Hamtramck, Michigan—A contract was signed 
on February 24 for the construction of a $94,000 
wing to the Hamtramck City Hospital. The new 
wing will provide an additional 125 beds. 


ee 


Ada, Minnesota — Carter & Meinecke, archi- 
tects of Moorhead, have submitted plans for a 
new hospital in this city to cost $40,000. 


—_<—___. 


Columbia, Missouri—Legislature has passed a 
Bill appropriating one million for the construc- 
_tion of a three hundred bed hospital at Columbia 
on the site of the Missouri State University. The 
administration of the hospital would be in charge 
of the Board of Curators of the University, and 
the medical staff would be composed of physicians 
affiliated with the University School of Medicine. 


<> 


Nevada, Missouri—Ground was broken on Feb- 
ruary 10, for the new $78,000 municipal hos- 
pital. 

saeicialilaiomicaas 

Rock Port, Missouri—The Atchison County 
Medical Society is sponsoring the erection of a 
county hospital in Rock Port. 


—_—_<>—__—_. 


Hastings, Nebraska—The Frahm Brothers, 
Claus and Thomas, have given 2,800 acres of 
farm land to the Mary Lanning Memorial Hos- 
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pital. This comprises fifteen farms, the proceeds 
of which will be used for philanthropic purposes. 
The Frahm Brothers are planning a $25,000 
building to provide class rooms, a library, and 
student quarters for a free nurses’ training 
school. 
cca atati 
Massena, New Jersey—Plans have been sub- 
mitted for the construction of a fifty-bed hospital 
to cost $130,000. The plans call for a three-story 
brick building. 
usistaditigbesas 
New Brunswick, N. J.—Patients were received 
at the Roosevelt Hospital at Roosevelt Park on 
March 1. The new hospital contains 215 beds 
for patients and forty-five beds for the accommo- 
dation of personnel. The new institution is for 
the care of tubercular patients, and 185 patients 
from Middlesex County, now confined in different 
institutions, will be transferred to the new hos- 
pital at the rate of twenty-five to fifty a week. 
The new institution cost slightly less than one 
million. 
ee 
Brooklyn, New York—Ground was_ broken 
February 19, for an additional wing for the Holy 
Family Hospital. The occasion was marked by 
formal ceremonies. 
(saccade Rios 


New Rochelle, New York—The New Rochelle 
Hospital is planning the erection of a new build- 
ing at the cost of $400,000. The new structure 
will contain a complete new surgical department 
with six operating rooms, including one with a 
large amphitheater for the clinical post-graduate 
instruction of doctors. 

segiicediamieagii: 


Poughkeepsie, New York—A fire at the Hud- 
son River State Hospital for the Insane caused a 
damage of $15,000. 


a 


Rye, New York—The New Presbyterian Con- 
valescent Hospital, a branch of the Presbyterian 
Hospital of New York, is rapidly nearing com- 
pletion. The building ‘is in the shape of a right- 
angled “Z,” and this design, used for the first 
time, permits a maximum of sunshine and air to 
reach the patients. 


—_——<———— 


Winston-Salem, North Carolina—The Special 
Hospital Control Committee, acting under alder- 
manic appointment, approved the architect’s plans 
for construction of a four-story, 125-bed medical 
unit for negroes. The building will cost in the 
neighborhood of $325,000, $125,000 of which will 
be given by the Duke Foundation and the addi- 
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Pre-Publication Announcement! 





Second Edition 


American & Canadian 
Hospitals 


A reference book containing about 1500 pages of historical 
and statistical information regarding the Registered hospitals 
of the United States and Canada. It is the most complete 
book of its kind ever published, filled with useful and interest- 
ing facts of value to all who have to do with the hospital field. 


Published under the supervision -of 
AMERICAN HOSPITAL ASSOCIATION 
CATHOLIC HOSPITAL ASSN. of the U. S. and Canada 
AMERICAN PROTESTANT HOSPITAL ASSOCIATION 
CANADIAN HOSPITAL COUNCIL 


The book is set in clear, readable type and is printed on a fine quality 
of book paper. About 1500 pages, size 734x10%4. Substantially bound 
in rich brown fabrikoid, gold lettered. 


A Veritable Mine of Information About North American Hospitals 





Scope of the Book 


In the story of each hospital is included, as far as possible, infor- 
mation as to capacity, ownership and control, governing board, 
names of administrator, medical director, director of nursing service, 
etc.; professional ratings and memberships; type of service; medical 
staff; personnel; educational activities; record of performance; finan- 
cial data; historical data. 


No effort has been spared to make the second edition of 
AMERICAN & CANADIAN HOSPITALS of the greatest possible 
usefulness to the hospital administrator and to anyone having an 
interest in hospital work. The text is completely revised. Useful 
new material has been added. Re-edited from cover to cover. 


Two Important New Features 


“Specialized Hospitals’” -— Hospitals, physicians, organizations 
and commercial concerns constantly have occasion to find lists of 
hospitals which specialize in certain branches of medicine, as tuber- 
culosis, children’s, etc. Such a list, carefully worked out and ar- 
ranged by states and cities, has been included. The practical value 
of this reference is immediately apparent. 

“Standards” — The “Standards” set up for the hospital and those 
working in its special departments by the national organizations are 
printed in this edition and they provide an invaluable reference. 
— such official ‘‘Standards” are grouped in one section of the 
bOOK, 


Complete Information on Organizations 


One section of the volume is devoted to “Organizations.’’ The four 
hospital organizations which collaborated in the publication of 
AMERICAN & CANADIAN HOSPITALS are described in articles 
replete with informative and historical data. 

Fifty-six other organizations active in the hospital field are repre- 
sented. Purposes, history, names of officers, headquarters, publica- 
tions, and other useful data about them is included. 


ORDER NOW 
to Save *2.00 











PHYSICIANS’ RECORD COMPANY 
{Publishers} 


161 W. Harrison St. Chicago, Ill., U.S.A. 


April, 1937 


Also, there are complete lists of state, sectional, regional and local 
hospital associations and councils of the United States and Canada. 


Only Book of Its Kind 


Between the covers of this 1500-page book is a vast fund of infor- 
mation about more than 7000 Registered hospitals in the United 
States and possessions, Canada, Labrador, Newfoundland, Yukon and 
Northwest Territories. No other reference book published covers the 
hospital field so thoroughly or gives such a vast amount of statistical 
and historical information in clear-cut form so as to be easily found. 
More than 7000 hospital executives have contributed to this work by 
supplying pertinent data regarding their institutions. Four leading 
hospital organizations have cooperated in the publication. 


New Arrangement Makes Reference Easy 


As far as has been possible from the information submitted to us, 
the essential data about hospitals have been classified under the 
following headings: 


City, population, county; Hospital name and address; General in- 
formation; Professional ratings and memberships (indicated by sym- 
bols after the name); Type of service; Medical staff; Professional 
and non-professional staff and employees; Educational activities; 
Record of performance (statistics); Financial data; Historical sketch. 


This improved arrangement of the text makes it easy to find the 
answers to your questions about the hospitals of North America. 


You Will Find the Book Invaluable 


AMERICAN & CANADIAN HOSPITALS will have many uses for 
hospital administrators, medical libraries, public libraries, organiza- 
tions active in the hospital and medical fields, public health officials, 
insurance companies, manufacturers and dealers in hospital equip- 
ment, etc., etc. Order your copy now. 





PHYSICIANS’ RECORD CO., Publishers, 
161 W. Harrison St., Chicago, Ill., U.S.A. 

Please enter our order for . of the Second Edition 
AMERICAN & CANADIAN HOSPITALS, to be delivered as soon as 
published, at the Special Pre-Publication price of $8.00. 

(] Check enclosed, you to pay postage (in U,S. only) 
(0 Send bill and add postage. 





Hospital 


Ordered by 





Address. 


City 
FULL PRICE 
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tional $200,000 will be be given by Mr. and Mrs. 
W. N. Reynolds. 


—— 


Napoleon, Ohio—The Directors of the S. M. 
Heller Memorial Hospital are planning the con- 
struction of a new modern thirty-five bed hospi- 
tal to replace the present structure. 


pS eee 


Clinton, Oklahoma—The new $162,000 ward 
building, increasing the capacity of the West 
Oklahoma Tuberculosis Sanitorium by more than 
one hundred beds, will be completed shortly. This 
will bring an increase in the capacity of the in- 
stitution to 312. 

Pet Sy 

Vinita, Oklahoma—Plans have been approved 
for a community hospital to be located at Vinita 
to serve the members of the Farmers’ Union in 
the six northeast Oklahoma counties. 


——<———_— 


Portland, Oregon—A bill was introduced to the 
Oregon Legislature calling for an appropriation 
by the state of $200,000 for the construction of a 
tuberculosis hospital in Portland. 


—_—@—___ 


Bradford, Pennsylvania—Thomas Kennedy, a 
philanthropist of Bradford, has announced a gift 
of $100,000 to the Bradford Hospital, specifying 
that the sum be used for the erection of a new 
surgical unit. The new unit will be a three-story, 
fireproof addition to the present hospital, and 
will house the x-ray department, physiotherapy 
department, and an obstetrical suite consisting of 
delivery rooms, labor rooms, nursery, and accom- 
panying facilities. 


The architects will be Samuel Hannaford & 
Sons of Cincinnati, Ohio. 


—_—_—_. 


Harrisburg, Pennsylvania—The Harrisburg 
Hospital received $5,000 through the will of Mrs. 
A. Wilson Norris for the establishment of a free 
bed in the men’s surgical ward. A larger share 
of the estate will go to the hospital for the up- 
keep of the Nurses’ Home. 


—_—— ———— 


Philadelphia, Pennsylvania—A fire occurred in 
the D. Hayes Agnew Wing of the University of 
Pennsylvania Hospital on February 24. Seventy- 
eight patients, including twenty-five patients from 
the children’s orthopedic wards, were removed to 
safety within twenty minutes after the fire was 
discovered. The entire fourth floor, containing 
the living quarters for nineteen interns, had been 
unroofed and swept by fire. The Deputy Fire 
Marshal said flames had originated either from 
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defective wiring, spontaneous combustion in a 
cleaner’s closet, or from a cigarette. 


Se 


Pittsburgh, Pennsylvania—Dr. I. Hope Alex- 
ander, Health Director of Pittsburgh, has recom- 
mended to the City Council that a $4,000,000 mv- 
nicipal hospital, with beds for 800 patients, be 
constructed. Under Dr. Alexander’s plans the 
new hospital will be used as a clearing house for 
governing admittance of patients to all city in- 
stitutions. One-fourth of the capacity of the hos- 
pital would be devoted to patients suffering from 
venereal diseases. Dr. Alexander would like to 
begin construction on the new hospital early in 
the Summer. 

pasate 

Pittsburgh, Pennsylvania—Among the new 
projects which will be started under the $56,000,- 
000 building program of the State of Pennsy)- 
vania will be the Pittsburgh Psychiatric Hos- 
pital. It will cost $2,500,000, and will be a part 
of the medical center located on the University of 
Pittsburgh campus. The medical center now in- 
cludes the new Presbyterian Hospital, the Chil- 
dren’s Hospital, the Eye and Ear Hospital, and 
the Falk Clinic. 

seecedliiiaitan: 

Pittsburgh, Pennsylvania—Under the terms of 
the will of Jacob Painter, Jr., a Pittsburgh steel 
industrialist, the Allegheny General Hospital will 
receive $25,000, and the Presbyterian Hospital 
will receive $10,000. 


es 


Reading, Pennsylvania—The Homeopathic Hos- 
pital is planning to erect a new hospital and 
nurses’ home on its present site. The announce- 
ment was made at the annual meeting of the hos- 
pital board and the staff. 


—_ =< 


Scranton, Pennsylvania — Announcement has 
been made that $1,430,000 will be available for 
the construction of a new mental hospital to re- 
place the present state hospital at Scranton. Gov- 
ernor Earle advises that construction will start 
as soon as arrangements for securing the Federal 
grants are completed. 

ae 


Scranton, Pennsylvania — Davis & Lewis, 
Scranton architects, have submitted plans for 4 
new building for the treatment of acute cases, 
a guards’ dormitory housing 104 persons, a new 
ward, and a new dining room which were 4ap- 
proved by the Board of Directors of the Fair- 
view Hospital. 


a ee 
Scranton, Pennsylvania — Ground was broken 
for the construction of the new surgical building 
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CLASSIFIED ADVERTISEMENTS 


RATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


THE FOLLOWING CLASS OF ADVERTISEMENTS WILL BE ACCEPTED: 


POSITIONS WANTED. 


POSITIONS WANTED THROUGH PLACEMENT BUREAUS. 
POSITIONS OPEN. 


Commercial announcements accepted at the same rate. 


POSITIONS OPEN THROUGH PLACEMENT BUREAUS. 
SCHOOLS, SPECIAL INSTRUCTION, ETC. 
FOR SALE. 


Remittance must accompany classified advertisements. 








THE AMERICAN HOSPITAL BUREAU (Agency) 
Empire State Building 
New York City 


Announces the opening about May first of a 
Placement Service supplying 


Hospital Administrators, Nursing School Executives, 
Department Heads, Instructors, Supervisors, Head 
Nurses, and other Professional Personnel. 


All Credentials personally verified 


C. M. Powell, R.N., 
Owner and Director. 





CONSULTANTS 





Charles S. Pitcher 
Hospital and Institutional Consultant 
1521 Spruce St. 
Philadelphia, Pa. 





POSITIONS WANTED 





NEW YORK MEDICAL EXCHANGE (Agency) 
Patricia Edgerly, Director 
489 Fifth Avenue 
New York City 


EDUCATIONAL DIRECTOR or director of school of nurses 
in the South, B. S. from Columbia, over two years’ expe- 
rience as educational director in hospital with university 
connections, available in the fall. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


ADMINISTRATOR—Physician, who has served successfully 
as superintendent of one of the country’s representative 
hospitals, desires to relocate; possesses broad knowledge 
of hospital and community problems; up-to-date in his 
methods and ideas; commands the respect of his col- 
leagues; widely regarded as prudent administrator. No. 
416, Medical Bureau, Pittsfield Building, Chicago. 


PATHOLOGIST—A.B., M.S., M.D., state university; graduate 
training at Harvard and abroad; twelve years, pathologist 
and director of laboratories of large hospital; considered 
one of the six best pathologists in his state. No. 417, 
Medical Bureau, Pittsfield Building, Chicago. 


DIRECTOR OF NURSES—Will consider position, also, as 
educational director; B.S. degree with considerable work 
towards her master’s; several years’ successful super- 
vising and teaching experience; four years, assistant di- 


POSITIONS WANTE D—(Continued) 





rector. 300-bed hospital. No. 418, Medical Bureau, Pitts- 
field Building, Chicago. 


DIETITIAN—Degree from small college; year’s course in hos- 
pital dietetics, large teaching hospital where she served 
two years as assistant and another two years as thera- 
peutic dietitian; recommended as being always cheerful, 
capable organizer, particularly well-informed in thera- 
peutic work; possesses initiative. No. 419, Medical Bu- 
reau, Pittsfield Building, Chicago. 





POSITIONS OPEN 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


DIRECTOR OF NURSES: 225 bed eastern hospital. Re- 
quirements: Experienced in Schools of Nursing; must 
come well recommended in her particular field. 


PRINCIPAL, SCHOOL OF NURSING: College education 
and administrative experience. Eligible for New York 
yo maaan 185 bed hospital, Central New York. Open 

ugust. 


INSTRUCTORS SCIENCE ALSO INSTRUCTORS PRACTI- 
CAL ARTS OF NURSING: Many desirable positions 
open for now and the beginning of the school year, in 
many states. 


OBSTETRICAL SUPERVISOR: Post-graduate and experi- 
ence. 500 bed mid-western hospital. Department 60 beds. 
Graduate staff. Salary $120. Maintenance, increase. (a) 
100 bed Ohio hospital. 


OPERATING ROOM SUPERVISORS: Experience in Sur- 
gery. Hospitals with graduate staffs and schools of 
nursing. Desirable openings in various states for ap- 
plicants who qualify. 


GENERAL DUTY: Graduate nurses, recent graduates con- 
sidered. 8-hour duty. Excellent salaries and living con- 
ditions. Openings in general, psychiatric and tubercu- 
losis hospitals. 


TECHNICIANS LABORATORY AND X-RAY: With ex- 
a her Eastern and western hospitals. Desirable 
salaries. 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


ANESTHETISTS: For chief anesthetist, no other duties; 
for second anesthetist, willing to combine with other 
duties; openings in small and medium sized hospitals in 
the south, east, and central sections. 


INSTRUCTORS: With B. S. degree in ‘nursing, southern, 
eastern and east central hospitals. 


GENERAL DUTY NURSES: (1) New York State graduates 
for several hospitals. (2) Several, registered or eligible 
for registration in New York. (3) Michigan registered, 
for several openings. (4) With psychiatric training, east- 
ern hospital. (5) Two for Wyoming hospital. (6) Sev- 
eral for Minnesota hospitals. 


SUPERVISORS: Openings in all parts of the United States 
for experienced nurses with post graduate training and 
anot background in supervising, in various sized hos- 
pitals. 

(Continued on page 143) 
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